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NORTHAMPTONSHIRE  COUNTY  COUNCIL 


April,  1967 


To  the  Chairman  and  Members  of  the  Northamptonshire  County  Council 

Mr.  Chairman,  My  Lords,  Ladies  and  Gentlemen, 

I  have  the  honour  to  present  the  seventieth  annual  report  of  the  County  Medical  Officer 
of  Health  of  Northamptonshire.  This  is  the  fifth  such  report  for  which  I  have  been  responsible 
and  it  is  also  my  last,  for  I  am  leaving  the  county  in  May  in  order  to  take  up  my  new  appoint¬ 
ment  as  County  Medical  Officer  of  Health,  County  Welfare  Officer  and  Principal  School  Medical 
Officer  of  Buckinghamshire. 

For  that  reason,  I  would  like  to  take  the  opportunity  of  commenting  upon  some  of  the  work 
for  which  the  staff  of  the  County  Health  Department  and  I  have  been  responsible  during  the 
past  quinquennium,  but  I  must  first  of  all  draw  the  attention  of  readers  to  several  developments 
which  took  place  in  1966,  most  of  which  are  also  reported  at  greater  length  elsewhere  in  this 
report.  As  usual,  I  will  make  no  attempt  to  summarise  all  the  changes  which  have  occurred 
during  the  year  under  review,  as  the  report  is  equipped  with  an  index  which  enables  readers 
who  do  not  have  the  time  or  the  inclination  to  study  the  entire  document  to  select  those  parts 
which  are  of  particular  interest  to  them. 

The  past  year 

The  general  picture  of  the  health  of  people  living  in  Northamptonshire  during  1966  is  similar 
to  the  state  of  affairs  described  in  my  report  for  1965,  although  there  was  a  further  improvement 
in  the  infant  mortality  rate  from  16.85  to  16.01,  representing  the  lowest  level  of  infant  deaths 
ever  achieved  in  this  county,  and  comparing  favourably  with  a  national  figure  of  19  per  thou¬ 
sand  live  births.  On  the  other  hand,  the  needless  deaths  of  middle-aged  males  continued  un¬ 
abated,  and  this  deplorable  state  of  affairs  will  continue  until  they  are  willing  to  accept  responsi¬ 
bility  for  protecting  their  own  health.  How  this  can  be  done  has  been  fully  discussed  in  my 
introductions  to  previous  annual  reports,  and  need  not  be  further  elaborated  here. 

During  1966,  there  were  developments  in  all  services.  In  the  case  of  children,  there  was  a 
continuing  demand  for  the  provision  of  welfare  clinics,  accompanied  by  a  rise  in  the  supply  of 
day  nursery  and  child  minding  facilities.  For  the  elderly,  the  year  saw  the  joint  appointment 
of  a  consultant  physician  in  geriatrics  whose  services  will  be  available  not  merely  to  the  Regional 
Hospital  Board,  but  also  to  the  County  Health  Department.  For  expectant  mothers,  a  new 
scheme  for  providing  continuity  of  midwifery  care  between  the  hospital  and  the  home  came  into 
being  whilst,  for  patients  requiring  social  or  nursing  assistance  in  their  own  homes,  there  has 
been  further  development  of  schemes  whereby  health  visitors,  district  nurses  and  midwives 
are  attached  to  general  practices. 

Initial  steps  were  taken  in  the  second  half  of  the  year  to  bring  about  an  amalgamation  of 
health  divisions  1  and  2,  created  under  section  111  of  the  Local  Government  Act,  1933  and  com¬ 
prising  the  boroughs  of  Brackley  and  Daventry  together  with  the  rural  districts  of  Northampton, 
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Towcester,  Brixworth,  Brackley  and  Daventry.  These  had  hitherto  required  the  services  of 
two  separate  medical  officers  of  health,  each  responsible  for  a  comparatively  small  population 
whereas,  by  combining  the  divisions,  it  was  possible  to  create  a  more  viable  unit  of  almost  100,000 
population,  thus  providing  a  more  satisfactory  post,  as  well  as  making  the  best  possible  use  of 
limited  resources  of  appropriately  qualified  medical  staff. 

Maintaining  an  adequate  standard  of  staffing  throughout  the  many  services  supplied  by 
the  County  Health  Department  calls  for  constant  attention  to  recruitment  and  to  ensuring  that 
conditions  of  service  compare  favourably  with  those  offered  by  other  local  authorities  or,  for 
that  matter,  by  other  branches  of  the  National  Health  Service,  and  it  is  pleasant  to  report  that, 
during  1966,  the  overall  picture  in  the  county  was  satisfactory.  The  year  saw  the  retirement 
of  Miss  S.  H.  Buchanan  after  32  years  of  signal  service  to  Northamptonshire,  18  of  which  were 
spent  in  charge  of  the  health  visiting  service.  Miss  Buchanan’s  drive  and  energy,  accompanied 
by  her  intense  loyalty  to  her  staff  and  to  her  profession,  have  given  the  county  an  enviable 
reputation  in  the  field  of  health  visiting,  and  it  is  pleasant  to  know  that,  although  she  has  retired, 
Miss  Buchanan  is  continuing  to  play  an  active  part  in  the  work  of  voluntary  organisations. 

On  a  less  happy  note,  it  is  sad  to  have  to  record  the  premature  deaths  of  two  members  of 
staff.  Dr.  A.  Lucas,  who  had  been  District  Medical  Officer  in  the  southern  part  of  the  county 
since  1949,  died  in  May  after  a  period  of  failing  health,  and  Miss  M.  M.  Kemp,  who  had  been  a 
county  health  visitor  since  1950,  died  in  September.  Both  were  people  who  were  popular  with 
their  colleagues  and  diligent  servants  of  the  community. 

Retrospect 

My  appointment,  in  1962,  as  County  Medical  Officer  of  Health  coincided  with  the  intro¬ 
duction  of  long-term  planning  in  local  health  authority  services,  and  I  remain  a  firm  supporter 
of  this  concept,  not  because  such  planning  can  hope  to  be  completely  accurate,  but  because  it 
encourages  local  authorities  and  their  medical  officers  of  health  to  look  critically  at  services. 
Only  by  doing  so  is  it  possible  to  arrive  at  a  rational  plan  on  which  to  base  future  developments 
and,  although  this  planning  has  on  occasion  been  assailed  in  certain  quarters  as  being  nt>  more 
than  an  exercise  in  good  intentions,  I  believe  that  the  thought  and  evaluation  which  it  encourages 
is  greatly  in  the  interests  both  of  public  health  and  of  the  National  Health  Service.  It  is  perhaps 
unfortunate  that  the  national  publication  dealing  with  local  health  authority  plans  has  to  be 
issued  mainly  as  statistical  details  relating  to  individual  services  and  personnel,  and  that  it  is 
accompanied  by  only  a  brief  commentary.  It  is  no  doubt  useful  to  make  comparisons  between 
different  authorities  in  respect  of  the  numerical  standards  of  staffing  and  premises  which  they 
hope  to  achieve  under  various  headings,  but  it  is  the  reasoning  which  lies  behind  these  figures 
that  is  important. 

At  all  events,  I  have  greatly  enjoyed  working  with  the  County  Health  Committee  in  pre¬ 
paring  to  meet  not  merely  the  present  but  also  the  future  requirements  of  the  local  authority 
health  services  in  Northamptonshire,  and  there  are  several  fields  in  which  I  believe  that  sub¬ 
stantial  progress  has  been  made. 

On  the  mental  health  side,  provision  for  subnormal  children  is  now  well  advanced,  and 
awaits  only  the  completion  of  the  junior  training  school  and  hostel  in  Wellingborough,  both  of 
which  should  be  available  before  the  end  of  1967.  The  joint  social  work  scheme  involving  the 
County  Council  and  St.  Crispin  Hospital  has  been  in  existence  for  over  three  years  and,  although 
still  in  the  process  of  building  up  its  team  of  trained  social  workers,  shows  promise  of  being  an 
effective  means  of  providing  continuity  of  care  for  patients.  The  opening  of  Moray  Lodge  home 
for  elderly  mentally  disordered  patients  and  the  development  of  a  system  of  subsidised  lodgings 
will  be  further  steps  in  translating  community  care  into  a  reality. 
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The  attachment  of  health  visitors,  district  nurses  and  midwives  to  general  practices  has 
produced  a  happy  and  constructive  relationship  between  the  two  branches  of  the  National 
Health  Service  concerned  and  should,  before  long,  become  the  universal  pattern  throughout  the 
county.  Similarly,  links  have  been  forged  with  the  hospital  service  in  relation  both  to  the 
training  of  nursing  staff  and  to  the  provision  of  general  and  specialised  aftercare  for  a  wide 
variety  of  patients.  Another  important  development  which  has  been  accorded  a  high  place  in 
forward  planning  is  health  education,  and  the  work  of  this  section  of  the  County  Health  Depart¬ 
ment  has  steadily  grown  both  in  quantity  and  in  quality. 

Prospect 

All  these  developments  have  been  achieved  only  as  a  result  of  the  willing  co-operation  of 
many  people  both  within  the  County  Health  Department  and  in  other  branches  of  medical  and 
social  work.  It  is  my  hope  and  belief  that  such  co-operation  will  be  carried  still  further  by  future 
County  Health  Committees  and  by  my  successor,  for  it  is  clear  that  there  is  no  point  in  trying  to 
plan  the  future  of  public  health  work  in  isolation  from  developments  in  other  branches  of  the 
National  Health  Service.  It  is  necessary  constantly  to  remember  that  one  of  the  primary 
aims  of  this  Service  is  to  provide  care  for  individuals  and,  in  the  case  of  someone  who  has  a 
problem  or  who  is  ill,  what  is  required  is  prompt  and  effective  succour,  no  matter  from  what 
source  this  may  come,  be  it  through  the  general  practitioner  service,  the  hospitals,  the  local 
health  authority  or  some  voluntary  agency.  A  person  who  is  in  need  of  help  must  receive  it, 
and  to  him  the  question  of  whether  the  cost  of  providing  it  is  borne  by  the  rates  or  by  national 
taxes  is  an  academic  irrelevancy. 

I  have  been  fortunate  in  serving  a  Health  Committee  which  has  always  looked  at  problems 
in  this  light  and  has  constantly  been  willing  to  consider  new  schemes  for  ensuring  that  medical, 
nursing  and  social  care  are  supplied  in  whatever  way  is  most  appropriate  to  the  individual 
patient,  without  indulging  in  the  types  of  demarcation  disputes  which  are  destructive  of  attempts 
at  integration. 

In  leaving  the  county  I  do  so  with  mixed  feelings,  for  I  have  greatly  enjoyed  my  eight  years 
in  Northamptonshire,  and  am  particularly  sorry  that  I  shall  not  be  in  office  to  see  the  opening 
of  the  county’s  first  health  centre  at  Daventry,  and  the  establishment  of  the  Department  of 
Social  and  Preventive  Medicine  at  Kettering  General  Hospital,  both  of  which  should  carry 
co-operation  within  the  county’s  health  services  even  further. 

In  relinquishing  office,  I  must  thank  the  chairman  and  members  of  the  County  Health 
Committee  for  their  support  and  encouragement  and,  at  times,  for  their  patience  with  my 
impatience.  I  am  grateful  to  my  general  practitioner  and  hospital  colleagues  for  their  willing¬ 
ness  to  take  part  in  joint  ventures,  and  I  am  particularly  indebted  to  the  entire  staff  of  the  County 
Health  Department  for  their  willingness  to  accept  change  and,  at  times,  to  work  under  con¬ 
siderable  pressure.  In  conclusion,  I  must  express  my  indebtedness  to  my  Deputy,  Dr.  W.  J. 
McQuillan,  who  is,  I  am  confident,  an  excellent  choice  as  the  future  Medical  Officer  of  Health 
of  Northamptonshire. 


I  have  the  honour  to  be, 

Your  obedient  servant, 


J.  J.  A.  REID, 

County  Medical  Officer  of  Health. 
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STAFF 


County  Medical  Officer  of  Health  and  Principal  School  Medical  Officer  : 

J.  J.  A.  Reid,  T.D.,  M.D.,  B.Sc.,  M.R.C.P.,  M.R.C.P.E.,  D.P.H. 

Deputy  County  Medical  Officer  of  Health  and  Deputy  Principal  School  Medical  Officer  : 

W.  J.  McQuillan,  M.B.,  B.Ch.,  L.M.,  D.P.H.,  D.C.H. 

Senior  Medical  Officer  : 

Miss  V.  V.  Tracey,  B.Sc.,  M.B.,  B.Ch.,  D.P.H.,  D.C.H.  {from  16 th  May). 

Senior  Assistant  Medical  Officer  : 

Mrs.  J.  M.  St.  V.  Dawkins,  M.B.,  B.S.,  D.P.H. ,  D.C.H.  ( also  District  Medical  Officer  of 
Health). 

J.  C.  MacInnes,  M.B.,  Ch.B.,  D.P.H.  ( also  District  Medical  Officer  of  Health). 

Assistant  Medical  Officers  : 

Mrs.  M.  H.  Ballantyne,  M.B.,  Ch.B.  {part-time). 

Mrs.  J.  H.  Calder,  M.B.,  B.Ch.,  D.C.H.  {to  28 th  April). 

Mrs.  M.  V.  Capon,  M.B.,  B.S. 

Mrs.  K.  J.  Cash,  M.B.,  B.S.  {part-time). 

Mrs.  C.  Collins,  M.B.,  B.Ch.,  D.P.H.,  D.C.H.  {part-time)  {to  3rd  June). 

I.  J.  Cope,  M.R.C.S.,  L.R.C.P. 

Mrs.  G.  Duncan,  M.B.,  Ch.B.  {part-time). 

J.  V.  L.  Farquhar,  M.A.,  M.R.C.S.,  L.R.C.P.,  D.P.H.  {also  District  Medical  Officer  of 

Health). 

Mrs.  A.  C.  Fogarty,  M.B.,  B.S.,  D.C.H.,  D.R.C.O.G.  {part-time)  {from  26 th  September). 
Miss  M.  C.  Goodchild,  M.R.C.S.,  L.R.C.P.,  D.C.H. 

A.  Lucas,  L.R.C.P.,  L.R.C.S.,  L.R.F.P.S.,  D.P.H.  {also  District  Medical  Officer  of  Health). 
(died  30th  May). 

F.  R.  N.  Lynch,  M.B.,  B.Ch.,  D.P.H.  ( also  District  Medical  Officer  of  Health). 

R.  F.  McKnight,  M.A.,  M.R.C.S.,  L.R.C.P.,  D.P.H.,  D.T.M.&H.  {also  District  Medical 
Officer  of  Health). 

I.  Majid,  M.B.,  B.S.,  D.P.H. 

Mrs.  G.  D.  Pithey,  M.B.,  B.Ch.  {part-time)  {from  2nd  May). 

Mrs.  M.  Reid,  M.B.,  Ch.B.  {part-time). 

Mrs.  S.  Roberts,  M.B.,  B.S.  {part-time)  {from  lsi  September). 

Mrs.  M.  W.  Scott  Clarke,  M.B.,  Ch.B.,  D.P.H.  {part-time). 

Mrs.  M.  B.  Smith,  M.B.,  Ch.B.,  D.P.H.  {part-time). 

Mrs.  E.  A.  Ward,  M.B.,  B.S.  {part-time). 

Mrs.  V.  L.  White,  M.B.,  Ch.B.  {part-time). 

Mrs.  J.  F.  Woolfenden,  M.B.,  Ch.B.  ( part-time ). 
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Chief  Dental  Officer  : 

P.  W.  Gibson,  L.D.S. 

Dental  Officers  : 

Mrs.  F.  Campbell,  L.D.S.  ( part-time ). 

R.  J.  H.  Corfe,  L.D.S. 

D.  R.  Hannah,  B.D.S. 

Mrs.  M.  E.  Hatrick,  L.D.S.  ( from  Is/  October ). 

R.  D.  R.  Hopkinson,  L.D.S. 

J.  R.  Humphreys,  B.D.S. 

Mrs.  M.  H.  Humphreys,  B.D.S. 

Mrs.  F.  M.  Jones,  L.D.S. 

J.  M.  Lacey,  L.D.S. 

C.  M.  Perry,  L.D.S. 

Mrs.  V.  Wilkinson,  B.D.S.  ( from  3rd  fanuary). 

Dental  Auxiliaries  : 

Mrs.  C.  Jackson. 

Miss  J.  Rance  {to  31  st  August ). 

Miss  S.  Springthorpe  ( from  19 th  September). 

Superintendent  Nursing  Officer : 

Miss  N.  Taylorson,  S.R.N.,  S.C.M.,  M.T.D.,  H.V.Cert,  Q.N. 

Deputy  Superintendent  Nursing  Officer  : 

Miss  L.  Bogle,  S.R.N.,  S.C.M.,  H.V.Cert.,  Q.N. 

Assistant  Superintendent  Nursing  Officers  : 

Miss  F.  I.  Taylor,  S.R.N.,  S.C.M.,  H.V.Cert.,  Dip.  Soc.  Sc.,  Q.N. 

Miss  M.  Twemlow,  S.R.N.,  S.C.M.,  Q.N. 

Superintendent  Health  Visitor  : 

Miss  S.  H.  Buchanan,  S.R.N.,  S.C.M.,  H.V.Cert.  {to  31s/  May) 

Miss  M.  M.  Wright,  S.R.N.,  S.C.M.,  H.V.Cert.  {from  1st  June) 

Assistant  Superintendent  Health  Visitor  : 

Mrs.  E.  Dixon,  S.R.N.,  S.C.M.,  H.V.Cert.  (from  Is/  June). 

Health  Education  Organiser  : 

Miss  J.  A.  Forester,  S.R.N.,  S.C.M.,  D.H.Ed.,  H.V.Cert.,  P.H.  Tutor’s  Cert.,  Q.N. 
(to  9th  August). 

Assistant  Health  Education  Organisers  : 

H.  Bracken,  S.R.N.,  Q.N. 

Miss  J.  M.  Wingfield,  S.R.N.,  S.C.M.,  H.V.Cert.  (from  24 th  October). 

Chief  Clerk  : 

R.  J.  Bruce. 

Assistant  Chief  Clerk  : 

K.  Liggins,  D.M.A.  (from  23 rd  May). 

County  Ambulance  Officer : 

P.  H.  J.  Wilkinson. 
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Deputy  County  Ambulance  Officer  ; 

W.  C.  Collett. 

Senior  Psychiatric  Social  Worker  : 

J.  A.  Ingram,  B.Sc.,  A.A.P.S.W. 

Senior  Mental  Welfare  Officer  : 

E.  Towning,  R.M.P.A.* 

Area  Mental  Welfare  Officers  : 

S.  A.  Crouch* 

K.  Greenwood,  S.R.N.,  R.M.N.,  Dip.  Soc.  Studies. 

Mental  Welfare  Officers  : 

Miss  E.  M.  Bliss,  S.R.N. 

J.  L.  Edwards 

J.  T.  W.  Forward,  S.R.N.,  R.M.N.  [to  31s/  May) 

R.  Harris,  S.R.N.,  R.M.N. 

N.  J.  Locke. 

B.  Norman,  Dip.  Soc.  Studies. 

Mrs.  J.  Woodford,  M.A.O.T. 

Mental  Welfare  Officers/Craft  Instructors  ( Occupational  Therapists)  : 

Mrs.  K.  Kench,  M.A.O.T.,  S.R.O.T.  ( part-time )  ( from  21  st  February). 

Mrs.  A.  M.  Smith,  R.M.N.,  S.R.O.T.  ( part-time )  [from  21  st  February). 

Mrs.  R.  A.  Wyatt,  M.A.O.T.,  S.R.O.T. 

Welfare  Assistants  : 

Miss  J.  D.  Elliott  ( from  Is/  September). 

Miss  C.  Harris  ( to  6th  May). 

Miss  J.  Dale. 

Child  Guidance  Service  : 

Senior  Psychiatric  Social  Worker  : 

G.  E.  Skinner,  A.A.P.S.W.,  D.P.A.  (from  1st  fuly). 

Social  Worker : 

F.  D.  Payne,  Dip.  Soc.  Studies. 

Training  Centre  Head  Teachers  : 

Forest  Gate  School,  Corby — Mrs.  E.  Cocker,  A.L.C.M.f 
Henley  Industrial  Unit,  Kettering — Miss  F.  L.  Caswell! 

D.  A.  Beale | 

Henley  School,  Kettering — Miss  H.  E.  Griffin,  N.N.E.B.f 
Dallington  Park  School,  Northampton — Mrs.  M.  B.  Redley| 
Wellingborough — Miss  B.  V.  Miller! 

Henley  Hostel : 

N.  L.  Laffan,  R.M.N.  (Warden). 

Mrs.  M.  Laffan  (Matron). 

*  Awarded  declaration  of  recognition  of  experience  by  Council  for  Training  in  Social  Work. 
!  Diploma  for  teachers  of  the  Mentally  Handicapped. 
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Senior  Speech  Therapist : 

Mrs.  A.  Hudson,  L.C.S.T. 

Speech  Therapists  : 

Mrs.  L.  Cooper,  L.C.S.T.  (to  31s/  December ) 

Mrs.  S.  Davey,  L.C.S.T.  (to  24 th  July) 

Miss  J.  Mackenzie,  L.C.S.T. 

Mrs.  G.  Wilson,  L.C.S.T.  (part-time). 

Mrs.  M.  P.  Manley,  L.C.S.T.  (part-time)  (from  8th  March). 

Home  Help  Organiser : 

Miss  E.  Newell. 

Assistant  Home  Help  Organisers  : 

Miss  S.  Collier 
Mrs.  M.  Hager. 

Mrs.  G.  M.  Kidds. 

Mrs.  P.  Sharman. 
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VITAL  STATISTICS 


Area  of  the  Administrative  County  . . .  574,715  acres 

Population  (Census  1961)  .  292,584 

„  1966,  mid-year  estimate .  306,500 

Structurally  separate  dwellings  occupied  (Census  1961)  .  96,552 

Private  households  (Census  1961)  . .  93,649 

Rateable  value  (April  1st,  1966)  .  £11,001,649 

Actual  product  of  a  penny  rate  (1965-66)  .  £44,119 


England & 
Northamptonshire  Wales 


Male 

Female 

Total 

Live  births . 

2,880 

2,804 

5,684 

Live  birth  rate  per  1,000  population . 

Illegitimate  live  births  per  cent  of  total  live 

18.54 

births . 

6.21 

Stillbirths  . 

34 

30 

64 

Stillbirth  rate  per  1,000  live  and  stillbirths  ... 
Total  live  and  stillbirths . 

2,914 

2,834 

5,748 

11.13 

Infant  deaths . 

Infant  mortality  rate  : 

57 

34 

91 

Total  (per  1,000  live  births)  .  16.01 

Legitimate  (per  1,000  legitimate  live  births)  .  15.57 

Illegitimate  (per  1,000  illegitimate  live  births)  .  22.66 

Neonatal  (first  four  weeks)  mortality  rate  per  1,000  live  births .  11.08 

Early  neonatal  (under  1  week)  mortality  rate  per  1,000  live  births  .  10.03 

Perinatal  (stillbirths  and  deaths  under  1  week  combined)  mortality  rate 

per  1,000  live  and  stillbirths  .  21.05 

Maternal  deaths  (including  abortion)  .  — 

Maternal  mortality  rate  per  1,000  live  and  stillbirths  .  — 


17.7 

15.4 

19.0 

12.9 

11.1 

26.3 

0.26 


1.  Population  The  Registrar  General’s  estimate  of  the  resident  mid-year  population  for 
1966  was  306,500  compared  with  305,360  in  1965,  representing  an  increase  of  1,140.  The 
estimated  populations  for  the  urban  and  rural  areas  were  177,610  and  128,890  respectively. 
The  natural  increase  in  population,  being  the  excess  of  births  over  deaths,  amounted  to  2,277. 

2.  Deaths  The  total  number  of  deaths,  after  adjusting  for  outward  and  inward  transfers 
was  3,407  compared  with  3,312  in  1965  while  the  crude  death  rate  was  11.12,  compared  with 
10.85.  Cardio-vascular  diseases  accounted  for  1,771  deaths  (52.0%  of  the  total),  malignant 
conditions  for  690  (20.3%)  and  respiratory  diseases  for  390  (11.4%).  There  were  thus  2,851 
in  these  three  groups  which  collectively  account  for  83.7%  of  the  total  deaths.  A  sense  of 
perspective  may  be  gained  by  comparing  these  with  deaths  caused  by  accidents,  including  road 
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accidents— 127  (3.7%  of  the  total),  and  with  deaths  from  infectious  diseases — 25  (0.73%  of  the 
total). 

Lists  of  the  causes  of  deaths,  classified  under  the  thirty-six  headings  of  the  International 
Statistical  Classification  of  Diseases,  Injuries  and  Causes  of  Death,  1948,  are  given  on  pages  89 
to  92,  whilst  the  history  of  the  death  rate,  together  with  other  vital  statistics  for  1920-1966  are 
shown  in  graph  form  on  page  12.  Comparability  factors  for  each  urban  and  rural  district  (pages 
89  and  90),  have  been  provided  by  the  Registrar  General  for  adjusting  the  local  birth  and  death 
rates.  The  comparability  factors  make  allowance  for  difference  in  age  and  sex  distribution 
and  when  multiplied  by  the  crude  birth  and  death  rates  of  an  area,  make  them  comparable  with 
the  rates  of  other  areas  similarly  adjusted. 

3.  Births  The  number  of  live  births  was  5,684  (2,880  males  and  2,804  females),  compared 
with  5,755  in  1965,  giving  a  birth  rate  of  18.54  per  1,000  population,  compared  with  17.7  for 
England  and  Wales. 

4.  Stillbirths  The  number  of  stillbirths  registered  was  64  compared  with  86  in  the  previous 
year.  The  rate  per  1,000  total  births  was  11.13  compared  with  14.72  for  1965  and  with  15.4  for 
England  and  Wales. 

5.  Infant  mortality  The  number  of  infants  who  died  in  the  first  year  of  life  was  91  (57 
males  and  34  females),  compared  with  97  in  1965.  The  1966  figure  includes  eight  deaths  in 
illegitimate  babies.  The  infant  mortality  rate  was  thus  16.01  compared  with  16.85  in  1965, 
and  with  19.0  for  England  and  Wales,  the  Northamptonshire  figure  being  the  lowest  one  ever 
recorded  in  the  county.  The  history  of  the  rate  for  the  past  sixteen  years  is  shown  on  page  13. 

6.  Neonatal  mortality  This  sub-division  of  the  infant  mortality  comprises  all  infant  deaths 
within  twenty-eight  days  of  birth,  and  accounts  for  63  of  the  91  infant  deaths.  The  rate  per 
1,000  live  births  was  11.08  compared  with  11.82  for  1965,  and  with  12.9  for  England  and  Wales. 
Fifty-seven  of  the  63  neonatal  deaths  were  in  the  first  week  of  life,  most  of  them  being  associated 
with  prematurity. 

7.  Perinatal  mortality  A  total  of  121  deaths  (64  stillbirths  and  57  deaths  under  one  week) 
came  into  this  category,  the  mortality  rate  being  21.05  per  1,000  live  and  stillbirths,  compared 
with  24.48  in  1965,  and  with  26.3  for  England  and  Wales. 

8.  Maternal  mortality  No  women  died  from  causes  associated  with  childbirth. 


12 


13 


VITAL  STATISTICS 

PERINATAL  DEATHS— RATE  PER  1.000  LIVE  AND  STILL  BIRTHS 
INFANT  DEATHS— RATE  PER  1.000  LIVE  BIRTHS 
STILLBIRTHS— RATE  PER  1.000  LIVE  AND  STILLBIRTHS 
NEONATAL  DEATHS— RATE  PER  1.000  LIVE  BIRTHS 
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HEALTH  CENTRES 

(Section  21,  National  Health  Service  Act  1946) 


This  is  the  first  time  that  a  chapter  under  this  heading  has  appeared  in  the  annual 
report,  but  it  is  confidently  expected  that  it  will  not  be  the  last,  as  it  is  becoming  clear 
that  such  centres  are  likely  to  become  the  premises  on  which  all  forms  of  domiciliary 
medical  care  will  in  future  be  based,  just  as  district  general  hospitals  will  provide  the 
basic  organisational  unit  in  the  hospital  service.  It  now  seems  likely  that  the  county’s 
first  health  centre  will  be  established  in  Daventry,  and  that  this  will  be  not  merely  a 
building,  but  rather  the  basis  for  the  provision  of  an  integrated  system  of  medical  care 
for  that  expanding  town.  The  possibility  of  such  development  first  arose  towards  the 
end  of  1964,  when  an  approach  was  made  by  the  general  practitioners  of  Daventry  to 
the  Senior  Administrative  Medical  Officer  of  the  Oxford  Regional  Hospital  Board.  He, 
in  turn,  got  in  touch  with  the  County  Medical  Officer  of  Health,  and  thereafter  a  long 
and  amicable  process  of  negotiation  took  place,  leading  up  to  a  report  which  was  accepted 
by  the  County  Health  Committee  in  January  1966.  This  report  was  in  the  following 
terms: 

“MEDICAL  FACILITIES  AT  DAVENTRY 

1.  Introduction 

In  April  1965,  the  Health  Committee  authorised  the  County  Medical  Officer  of  Health  to 
explore  the  possibility  of  establishing  an  integrated  medical  service  in  Daventry,  and  to  make 
any  necessary  approaches  to  the  local  general  practitioners,  to  the  Oxford  Regional  Hospital 
Board,  to  the  Ministry  of  Health,  and  to  any  other  interested  parties. 

Since  then,  there  has  been  substantial  correspondence;  a  series  of  meetings  has  taken  place 
between  the  County  Medical  Officer  of  Health  and  those  concerned;  and,  in  particular,  a  total  of 
eight  discussion  sessions  has  been  held  with  the  Daventry  general  practitioners.  In  addition, 
as  has  already  been  reported  to  the  Health  Committee,  visits  have  been  paid,  usually  in  the 
company  of  representatives  of  the  general  practitioners  and  of  the  County  Architect’s  Depart¬ 
ment,  to  local  health  authority  premises  with  various  degrees  of  integrated  services,  at  Bristol, 
Cleckheaton,  Hythe  and  Edinburgh. 

Much  has  been  accomplished,  and  this  report  sets  out  the  present  position,  as  well  as  making 
a  definite  recommendation  that  the  principle  of  establishing  an  integrated  health  service  for 
Daventry  should  now  be  accepted  by  the  County  Council.  As  was  pointed  out  in  the  1965 
revision  of  the  ten  year  plan  for  the  development  of  the  county’s  health  services,  this  is  by  far 
the  most  significant  development  which  has  been  suggested  since  the  advent  of  the  National 
Health  Service  in  1948,  and  there  are  special  reasons  why  the  present  opportunity  should  not 
be  lost. 

2.  Principles  involved 

In  the  past,  the  local  health  authority,  the  general  practitioner  and  the  hospital  branches 
of  the  National  Health  Service  functioned  separately,  and  there  was  even  some  degree  of  rivalry 
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between  them.  These  days  are  now  over,  and  it  is  being  increasingly  recognised  that  the 
organisation  of  health  facilities  should  be  determined  solely  by  what  will  provide  the  best  service 
to  the  public,  rather  than  by  the  perpetuation  of  traditional  rivalry  and  fragmentation  of 
services. 

The  principle  of  securing  the  maximum  integration  of  services  has  already  been  accepted 
by  the  County  Health  Committee  in  several  ways.  Thus,  on  the  general  practitioner  side, 
health  visitors  are  being  attached  to  practices  instead  of  working  in  geographical  areas,  and 
attachments  of  district  nurses  have  likewise  recently  been  initiated  in  Corby,  and  will  shortly 
be  followed  by  a  similar  scheme  for  midwives.  These  arrangements  ensure  that  each  patient 
in  need  of  help  can  obtain  it  from  a  single  team,  rather  than  from  a  number  of  individuals  acting 
largely  in  isolation  from  each  other. 

Similar  policies  have  been  successfully  pursued  with  hospitals,  a  particular  example  being 
the  joint  social  work  scheme  between  the  County  Council  and  St.  Crispin  Hospital.  In  addition, 
health  visitors  now  act  as  links  between  hospitals  and  the  community,  and  one  specialised 
worker  is  engaged  in  the  after-care  of  diabetic  patients;  while  mutually  agreed  arrangements 
for  co-ordinating  nursing  and  midwifery  policies  have  enabled  the  hospitals  and  the  local  health 
authority  to  offer  better  standards  of  service  to  patients. 

The  next  logical  steps  in  the  integration  of  services  involve,  firstly,  the  provision  of  premises 
from  which  all  three  branches  of  the  National  Service  can  work  and,  secondly,  the  further 
limitation  of  the  fields  in  which  public  health  medical  officers  and  family  doctors  overlap  in 
their  clinical  responsibilities.  The  opportunity  of  doing  both  presents  itself  at  Daventry,  and 
it  is  of  great  importance  that  it  should  be  seized  as,  once  missed,  it  is  unlikely  to  occur  again. 
Only  a  fully  integrated  medical  service  will  meet  the  needs  of  this  expanding  town  in  a  manner 
appropriate  to  the  last  three  decades  of  the  20th  century,  and  to  perpetuate  traditional  patterns 
would  be  short-sighted  and,  in  the  long  run,  wasteful  of  manpower  and  money. 

3.  The  present  position 

(a)  Premises 

The  traditional  pattern  of  medical  services  in  a  town  is  to  have  a  hospital,  with  its  asso¬ 
ciated  outpatient  department;  a  local  health  authority  clinic  ;  and  several  general  practitioners’ 
surgeries.  In  each  of  these,  doctors  work  in  comparative  isolation,  sometimes  referring  patients 
to  each  other,  but  rarely  coming  together  to  discuss  policies  or  individual  problems.  This  state 
of  affairs  has  been  beneficial  neither  to  the  public  nor  to  the  development  of  the  National  Health 
Service. 

Originally,  it  was  envisaged,  under  the  National  Health  Service  Act,  1946,  that  health 
centres  would  be  established  throughout  the  country,  to  provide  premises  in  which  personnel 
from  all  three  branches  of  medicine  would  work  together,  and  the  duty  of  supplying  these  rests, 
in  England  and  Wales,  on  local  health  authorities.  So  far,  however,  comparatively  few  have 
been  developed,  for  two  main  reasons.  In  the  first  place,  most  general  practitioners  have  pre¬ 
ferred  to  work  in  isolation  or  in  small  groups,  and  to  provide  their  own  accommodation,  and  they 
have,  in  fact,  been  doubtful  about  the  desirability  of  becoming  the  tenants  of  local  health 
authority  premises.  Secondly,  even  where  practitioners  have  been  interested  in  sharing 
accommodation  supplied  by  such  authorities,  there  have  been  financial  difficulties,  as  the 
economic  rental  has  usually  been  too  high  for  the  family  doctors  concerned. 

Recently,  however,  there  have  been  significant  changes,  which  are  fostering  a  new  attitude 
to  the  concept  of  joint  use  of  premises.  There  is  a  slow  but  clear  national  tendency  towards 
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general  practitioners  working  together  in  larger  groups,  with  appropriate  ancillary  staff,  and 
with  much  greater  interest  in  sharing  accommodation  with  their  colleagues  from  other  branches 
of  medicine.  In  addition,  it  would  appear  very  likely  that,  if  current  negotiations  between 
family  doctors  and  the  Ministry  of  Health  reach  a  satisfactory  conclusion  in  the  spring  of  1966, 
practitioners  will  be  able  to  recoup  the  cost  of  their  practice  premises  from  the  Exchequer,  and 
this  should  remove  difficulties  about  paying  the  full  economic  rental  for  premises  hired  from 
local  health  authorities. 

(b)  Personnel 

Local  health  authorities  provide  a  wide  range  of  facilities,  and  some  of  these  overlap  sub¬ 
stantially  with  services  provided  by  family  doctors  and  by  hospitals.  Reference  has  already 
been  made  to  the  successful  attempts  which  are  being  made  in  Northamptonshire  (and  else¬ 
where)  to  eliminate  such  overlapping  and  to  foster  integration,  and  the  Health  Committee  hopes, 
in  due  course,  to  extend  the  policy  of  attachments  of  health  visitors,  nurses  and  midwives  to 
the  entire  county. 

Medically,  there  is  also  duplication  of  functions,  although  this  is  less  than  was  formerly  the 
case.  Thus  there  has  been  a  tendency  for  local  health  authority  medical  staff  to  withdraw  from 
providing  antenatal  attention,  leaving  this  in  the  hands  of  family  doctors,  midwives  and 
specialists.  This  has  been  the  case  in  Northamptonshire  since  1961,  and  current  policy  is  to 
help  these  doctors  to  run  their  clinics,  leaving  Health  Department  personnel  to  concentrate  on 
the  educational  side  of  antenatal  preparation,  thus  preventing  conflicts  of  advice  and  the  un¬ 
necessary  splitting  of  care  for  the  expectant  mother  between  different  doctors.  Similarly,  some 
family  doctors  are  now  running  their  own  child  welfare  clinics,  assisted  by  county  health  visitors, 
thereby  again  ensuring  continuity  of  care. 

It  is  clearly  desirable  that,  wherever  possible,  one  doctor  should  attend  to  all  the  medical 
needs  of  a  family,  unless  hospital  treatment  is  required.  There  are  historical  reasons  for  the 
separate  development  of  the  general  practitioner  and  public  health  services,  but  it  is  nowadays 
widely  accepted  that,  in  the  long  run,  family  doctors  should  assume  responsibility  for  all  aspects 
of  the  medical  care  of  their  patients,  and  that  this  should  include  preventive  as  well  as  curative 
medicine,  for  the  dividing  line  between  these  two  disciplines  is  no  longer  real.  This  ideal  cannot, 
unfortunately,  be  universally  attained  at  the  present  time,  for  several  reasons.  There  is  a 
national  shortage  of  medical  manpower,  and  many  doctors  are  overworked  ;  present  methods  of 
remuneration  in  general  practice  are  not  conducive  to  an  adequate  interest  in  preventive  func¬ 
tions  ;  and  there  have  been  defects  in  medical  education  which  have  resulted  in  doctors  failing 
to  appreciate  the  scope  of  the  preventive  approach. 

Despite  these  difficulties,  there  is  need  to  plan  not  for  the  present,  but  for  the  future,  and 
this  is  of  particular  importance  in  the  case  of  a  town  such  as  Daventry,  where  the  opportunity 
of  taking  an  important  step  forward  in  the  organisation  of  medical  care  presents  itself.  The 
remainder  of  this  report  will  consider  the  possibilities,  elaborating  the  principles  which  com¬ 
mended  themselves  to  the  Health  Committee  in  April  1965. 

4.  An  integrated  medical  service  for  Daventry 

(a)  Premises 

(i)  Hospital 

The  hospital  services  at  Daventry  are  concentrated  on  Danetre  Hospital,  which  has  beds  for 
the  elderly  and  chronic  sick,  as  well  as  a  very  limited  range  of  outpatient  facilities.  The  main 
hospital  inpatient  and  outpatient  facilities  are  provided  by  Northampton  General  Hospital,  and 
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it  is  anticipated  that  this  will  continue  to  be  the  case  even  when  Daventry  has  reached  its  planned 
expansion  to  a  population  of-  36,000  in  1981.  On  the  other  hand,  there  may  well  be  scope  for 
some  increase  in  the  provision  for  outpatients  at  Danetre  Hospital,  and  it  is  fairly  certain  that  a 
general  practitioner  maternity  unit  and  certain  diagnostic  facilities,  again  for  use  by  family 
doctors,  will  be  forthcoming  within  the  foreseeable  future.  These  will  call  for  new  buildings 
in  the  grounds  of  the  present  hospital. 

(it)  Local  health  authority 

A  child  welfare  centre  is  at  present  held  fortnightly  in  hired  premises.  With  the  expansion  of 
Daventry,  and  bearing  in  mind  the  fact  that  new  residents  are  likely  to  belong  predominantly 
to  age-groups  which  have  children,  it  will  be  necessary  to  provide  purpose-built  clinic  premises 
for  child  welfare,  school  health,  local  authority  dental,  and  health  education  purposes,  as  well  as 
to  supply  office  accommodation  for  health  visitors,  district  nurses,  midwives,  mental  welfare 
officers,  an  assistant  home  help  organiser,  and  for  the  sale  of  welfare  foods. 

The  original  ten  year  plan  for  the  development  of  the  county’s  health  services  envisaged 
the  building  of  a  health  clinic  in  1964/65  but,  for  financial  and  other  reasons,  this  has  had  to  be 
postponed  to  1965/66,  1966/67  and,  now,  to  1967/68.  Consideration  has  been  given  to  the  siting 
of  the  clinic,  and  it  is  likely  that  the  hospital  authorities  would  be  agreeable  to  its  being  built 
within  the  grounds  of  Danetre  Hospital. 

(in)  General  practice 

The  six  general  practitioners  who  work  from  Daventry  have  been  considering  their  future  plans, 
as  their  existing  surgery  premises  will  eventually  be  affected  by  the  redevelopment  of  the  town 
centre.  After  full  discussions  with  the  County  Medical  Officer  of  Health  and  representatives 
of  the  hospital  service,  they  are  unanimously  of  the  opinion  that  they,  too,  should  move  to  the 
Danetre  Hospital  site.  It  was,  in  fact,  the  general  practitioners  who  first  suggested  that  some 
kind  of  joint  development  was  desirable,  and  subsequent  negotiations  have  fully  confirmed  this 
from  every  point  of  view. 

(iv)  Suggested  development 

The  local  health  authority,  the  general  practitioners  and,  to  a  lesser  degree,  the  hospital  authority, 
all  require  to  provide  new  premises  to  meet  the  future  needs  of  Daventry.  It  seems  only  logical 
to  do  so  on  a  joint  basis,  as  this  would  be  the  first  step  in  achieving  a  unified  health  service  for 
the  town,  enabling  members  of  the  public  to  obtain  all  their  medical  needs  at  one  place,  and 
facilitating  the  mixing  of  medical,  nursing  and  auxiliary  staff  in  a  manner  which  has  too  often 
been  lacking  in  the  National  Health  Service. 

The  only  practical  site  for  such  a  joint  development  is  at  Danetre  Hospital,  where  land  is 
available,  as  any  other  location  would  exclude  the  hospital  service  from  participation  and  thus 
destroy  the  concept  of  an  integrated  service.  In  addition,  any  development  in  the  town  centre 
would  be  prohibitively  expensive  and  would  pose  parking  and  other  problems  which  do  not 
apply  at  the  hospital  site. 

The  proposed  building  would  supply  the  full  range  of  local  health  authority  services  and 
would  also  provide  accommodation  for  general  practitioners  and,  probably,  for  certain  hospital 
diagnostic  facilities.  Where  such  joint  developments  have  taken  place  elsewhere,  the  local 
authority,  general  practitioner  and  hospital  suites  have  usually  been  situated  in  separate  wings, 
thus  adding  substantially  to  the  size  of  the  building,  and  to  its  cost.  In  Daventry,  as  will  be 
explained,  this  type  of  separation  is  not  proposed  as,  by  arranging  for  the  general  practitioners  to 
undertake  most  of  the  work  traditionally  carried  out  by  local  authority  medical  staff,  and  by 
attaching  health  visitors,  district  nurses  and  midwives  to  them,  the  accommodation  provided 
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would  cater  for  the  needs  both  of  general  practice  and  of  the  local  health  authority,  requiring 
space  only  marginally  larger  than  that  which  would  be  required  in  any  case  for  local  authority 
purposes.  The  financial  side  will  likewise  be  considered  later,  but  it  should  at  this  stage  be 
explained  that  it  is  hoped  that,  subject  to  a  satisfactory  outcome  to  current  national  negotiations, 
there  should  be  no  difficulties  standing  in  the  way  of  payment  of  the  full  economic  rental  by  the 
general  practitioners.  The  same  basis  of  payment  would  apply  to  the  hospital  authority  in 
respect  of  its  use  of  the  premises. 

(b)  Personnel 

The  essential  feature  of  the  scheme  which  is  now  proposed  for  Daventry  is  that  it  would 
depart  from  the  traditional  dichotomy  in  the  provision  of  domiciliary  health  services  and  would 
ensure  that  patients  could  obtain  all  aspects  of  medical  care  from  a  single  source — their  family 
doctors.  These  general  practitioners  would  be  assisted  by  attached  health  visitors,  district 
nurses  and  midwives  along  the  lines  which  have  been  successfully  developed  in  the  Kettering/ 
Corby  area.  In  addition,  once  the  general  practitioner  maternity  unit  at  Danetre  Hospital  has 
been  built  by  the  Oxford  Regional  Hospital  Board,  there  should  be  some  form  of  joint  staffing 
of  it  and  of  the  domiciliary  midwifery  service.  This  would  ensure  continuity  of  care  for  mothers 
and  overcome  problems  arising  from  early  hospital  discharge,  thus  commending  the  arrangements 
to  mothers  and  midwives  alike. 

On  the  medical  side,  the  general  practitioners  would  take  over  responsibility  for  child 
welfare  clinics  from  their  public  health  colleagues,  thus  again  securing  continuity  of  care  for 
babies  and  children,  and  removing  the  difficulties  which  can  all  too  easily  arise  from  conflicting 
advice.  Similarly,  arrangements  would  be  made  for  general  practitioners  to  undertake  the 
routine  medical  work  of  the  school  health  service,  with  local  authority  medical  officers  maintain¬ 
ing  responsibility  only  for  individual  cases  referred  to  them  by  the  family  doctors  on  account  of 
educational  problems  of  a  specialised  medical  nature. 

The  general  practitioners  would  require  to  be  remunerated  for  certain  of  these  services,  but 
the  cost  would  be  recouped  by  an  appropriate  reduction  in  the  number  of  sessions  being  worked 
by  part-time  public  health  medical  staff.  The  duties  would  be  carried  out  on  behalf  of  the 
local  health  authority,  and  the  general  practitioners  would,  in  fact,  be  acting  as  part-time 
medical  officers  while  engaged  on  them. 

(c)  Occupational  Health 

The  coming  of  new  industries  to  Daventry  will  call  for  the  establishment  of  occupational 
health  services  to  cater  for  employees,  and  this  is  work  which,  once  again,  might  conveniently 
be  done  by  general  practitioners,  working  from  the  new  premises  at  the  Danetre  Hospital  site. 
Whilst  all  major  casualty  facilities  will  remain  at  Northampton,  there  would  be  advantages  in 
having  a  local  occupational  health  service  at  Danetre,  as  it  would  provide  a  central  point  of 
reference  for  employees  seeking  medical  or  nursing  attention  in  an  emergency,  and  would  save 
the  county  ambulance  service  from  having  to  convey  at  least  a  proportion  of  minor  casualties  to 
Northampton. 

The  provision  of  occupational  health  services  would  be  a  matter  for  mutual  agreement 
between  the  general  practitioners  and  representatives  of  local  industry,  but  the  proposed  clinic 
premises  could  act  as  the  headquarters  of  the  service  and  this  would,  incidentally,  be  reflected  in 
the  charges  to  be  recovered  by  the  County  Council  from  the  organisations  using  them. 

(d)  St.  John  Ambulance  Brigade 

The  local  Division  of  the  St.  John  Ambulance  Brigade  has  intimated  that  it  would  be 
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interested  in  having  a  room  in  the  clinic  building.  This  would  serve  as  a  valuable  physical  link 
between  the  voluntary  and  statutory  services  and  would  encourage  co-operation  in  the  provision 
of  facilities  in  which  both  the  County  Health  Department  and  the  Brigade  are  interested. 

5.  Suggested  action 

In  accordance  with  the  instructions  of  the  Health  Committee,  negotiations  about  the 
suggested  integrated  medical  facilities  at  Daventry  have  taken  place  with  representatives  of  all 
the  wide  interests  concerned,  including  the  Ministry  of  Health,  the  Oxford  Regional  Hospital 
Board,  the  Northampton  and  District  Hospital  Management  Committee,  the  Local  Medical 
Committee,  the  Local  Executive  Council,  and  the  Daventry  general  practitioners.  Unanimous 
support  has  been  expressed  for  the  principles  of  the  scheme,  although  a  large  amount  of  detailed 
consideration  remains  to  be  given  to  individual  aspects  of  it.  Negotiations  have  involved  much 
work  for  those  concerned,  including  members  of  the  County  Architect’s  staff,  and  the  stage  has 
now  been  reached  when  the  Health  Committee  should  consider  making  several  decisions  before 
matters  are  taken  further,  as  it  would  be  wrong  to  proceed  to  detailed  organisational  and  archi¬ 
tectural  studies  without  a  clear  indication  of  support  for  the  underlying  principles  of  the  suggested 
scheme. 

Financial  considerations  arc  important  but,  for  reasons  which  have  been  explained,  these 
cannot  be  finally  assessed  until  the  outcome  of  current  negotiations  between  the  Government 
and  general  practitioners  is  known,  in  the  spring  of  1966.  It  is  suggested,  however,  that  if  the 
general  practitioners  are  thereafter  in  a  position  to  pay  the  full  economic  cost  of  the  premises 
and  services  provided  for  them,  it  should  not  be  difficult  to  achieve  a  mutually  satisfactory 
agreement.  There  is  also,  incidentally,  at  least  some  hope  that  financial  help  might  be  forth¬ 
coming  from  certain  independent  sources.  If,  on  the  other  hand,  the  national  negotiations  should 
prove  unsuccessful,  it  should  still  be  possible  to  achieve  some  acceptable  financial  arrangement  at 
Daventry,  bearing  in  mind  the  unique  feature  of  the  scheme,  namely  that  the  general  practitioners 
would,  in  fact,  be  acting  as  part-time  local  authority  medical  officers  when  carrying  out  certain 
of  their  duties. 

The  sum  of  £4,000  is  included  in  the  current  estimates  for  the  purchase  of  a  site  for  a  health 
clinic  at  Daventry,  and  steps  should  now  be  taken  to  acquire  approximately  1£  acres  of  land  at 
Danetre  Hospital  as,  no  matter  whether  the  suggested  integrated  scheme  goes  forward,  local 
authority  medical  and  dental  clinic  accommodation  and  offices  for  health  visitors,  nurses, 
midwives,  mental  welfare  officers,  and  other  County  Health  Department  staff,  will  be  required. 
As  has  been  explained,  to  extend  this  accommodation  to  provide  for  the  needs  of  general  practice 
and  of  the  hospital  service,  would  be  a  comparatively  minor  addition  to  the  expenditure  which 
will  in  any  case  need  to  be  incurred,  as  the  majority  of  the  rooms  would  be  used  for  multiple 
purposes,  involving  all  three  branches  of  what  is,  after  all,  meant  to  be  a  single  National  Health 
Service.  This  would  be  a  more  economical  arrangement  than  the  present  one  whereby  local 
authority  clinic  premises  are  used  for  only  limited  periods  of  each  day  instead  of  being  used  for 
different  medical  functions  throughout  the  whole  day. 

The  time  factor  is  of  great  importance  if  the  scheme  is  to  come  to  fruition  because,  if  there  is 
undue  delay,  the  general  practitioners  might  well  decide  to  make  alternative  arrangements  for 
themselves,  in  which  case  the  prospect  of  achieving  a  co-ordinated  service  would  be  destroyed, 
and  Daventry  would  undergo  its  expansion  in  population  with  medical  services  of  a  pattern 
which,  whilst  possibly  appropriate  in  the  past,  would  be  obsolete  within  a  decade.  If  the 
scheme  is  approved  in  principle,  it  is  suggested  that  all  relevant  architectural  and  other  planning, 
as  well  as  negotiations  with  interested  parties  should  go  ahead,  with  a  view  to  presenting  a  final 
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and  detailed  report  in  the  course  of  1966,  in  order  to  be  able  to  commence  building  operations 
early  in  the  financial  year  1967/68.  Only  if  this  timetable  is  observed  will  it  be  possible  to  meet 
the  needs  of  the  various  services  involved. 

This  report  is  not  a  short  one,  as  it  is  important  to  try  to  explain  the  implications  of  what  is 
envisaged  at  Daventry.  The  needs  of  the  National  Health  Service  in  1966  are  very  different 
from  those  which  applied  during  the  war  years,  when  the  1946  Act  was  being  prepared,  and 
failure  to  adapt  to  modem  problems  and  patterns  imperils  the  whole  structure  of  the  Service. 
In  Northamptonshire,  the  County  Council  has,  through  its  Health  Committee,  already  taken 
several  important  steps  towards  adjusting  its  services  to  provide  a  high  standard  of  health  care, 
in  co-operation  with  family  doctors  and  hospital  staff.  Daventry  now  presents  the  opportunity 
for  making  the  most  significant  advance  of  all  and  of  setting  a  pattern  which  might  well  represent 
the  future  for  local  health  authority  work  in  this  county  and  elsewhere. 

6.  Recommendations 

(a)  Approval  should  be  given  to  the  principle  of  establishing  a  co-ordinated  medical  service 
in  Daventry,  subject  to  satisfactory  financial  and  other  agreements  being  reached  with  the 
general  practitioners,  Local  Executive  Council,  and  hospital  authorities. 

(b)  A  site  of  approximately  1\  acres  should  be  acquired  at  Danetre  Hospital  for  the  building 
of  a  health  clinic  which  would  meet  all  local  health  authority  requirements,  and  would  also  be 
available,  on  a  basis  of  shared  accommodation,  to  the  other  two  branches  of  the  National  Health 
Service. 

(c)  Negotiations  should  continue  with  all  interested  parties  in  order  to  present  a  final  and 
detailed  report  in  the  course  of  1966. 

(d)  The  building  of  the  clinic  premises  should  commence  during  the  financial  year  1967/68.” 


Following  acceptance  of  this  report,  the  complex  work  of  designing  the  Daventry 
health  centre  was  continued  in  association  with  all  interested  parties,  and  with  the 
enthusiastic  support  of  the  County  Architect  and  his  staff,  notably  Mr.  D.  E.  Cowley, 
who  has  designed  a  building  which  has  been  greeted  with  enthusiasm  by  all  concerned 
with  the  project,  and  which  fully  meets  all  the  complex  medical  requirements  of  a 
health  centre.  The  design,  on  which  helpful,  informal  comments  were  received  from 
the  Ministry  of  Health,  is  shown  on  centre  plate  and,  by  the  end  of  the  year,  full  technical 
agreement  had  been  reached  with  the  family  doctors  of  Daventry,  and  representatives 
of  the  hospital  service,  by  which  time  the  new  method  of  remuneration  of  general 
practitioners  had  also  been  agreed  at  a  national  level  by  the  Minister  of  Health.  This 
last  development  should  encourage  the  health  centre  type  of  development,  which  had 
had  hitherto  tended  to  founder  in  large  measure  on  financial  grounds.  It  was  therefore 
possible,  by  the  end  of  December,  to  produce  a  final  report  recommending  the  Health 
Committee  to  propose  to  the  County  Council  that  a  health  centre  should  be  established 
at  Daventry,  subject  to  the  conclusion  of  satisfactory  financial  and  legal  agreements 
with  the  Local  Executive  Council  and  the  hospital  authority. 

There  can  be  no  doubt  that  this  will  represent  one  of  the  most  important  develop¬ 
ments  in  recent  years,  not  merely  for  the  local  health  authority,  but  for  all  three 
branches  of  the  National  Health  Service  in  Northamptonshire,  and  this  chapter  of  the 
annual  report  should  be  only  the  first  of  many  dealing  with  the  development  of  health 
centres  throughout  the  county  during  the  years  which  lie  ahead. 
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CARE  OF  MOTHERS 

(Section  22 — National  Health  Service  Act,  1946) 


1.  Notification  of  births 

The  number  of  births  notified,  after  adjustment  for  transferred  notifications  was  : 

Live  Births  Stillbirths  Total 


Domiciliary  .  1,254  4  1,258  (22%) 

Hospital  .  4,374  53  4,427  (78%) 

Total  .  5,628  57  5,685(100%) 


The  proportion  of  babies  born  in  hospital  has  risen  by  16.5%  since  1956,  and  the  figure  of 
22%  for  domiciliary  births  is  lower  than  the  national  one  of  30%  (Ministry  of  Health  Report 
for  1965).  The  relevant  statistics  for  the  period  1955-1966  are  shown  in  the  graph  on  page  21. 

2.  Premature  infants  (5|  lb.  or  less  at  birth,  irrespective  of  the  period  of  gestation) 

There  were  354  premature  live  births,  of  which  41  were  at  home,  and  35  premature  still¬ 
births,  of  which  one  was  at  home.  The  total  number  of  premature  births  (389)  shows  an  increase 
compared  with  1965,  when  there  were  263.  Of  these  infants,  89.5%  survived  the  neonatal  period. 

3.  Deaths  ascribed  to  pregnancy  or  childbirth 

No  maternal  deaths  were  reported  by  the  Registrar  General. 

4.  Relaxation  and  parentcraft  classes 

Details  of  these  classes  are  given  in  the  section  on  health  education  (page  54). 

5.  Maternity  accommodation 

Women  who  require  hospital  admission  for  medical  as  distinct  from  social  reasons  are 
admitted  under  arrangements  made  by  the  consultant  obstetricians.  The  booking  of  cases  on 
social  grounds  is  carried  out  by  the  County  Health  Department  on  behalf  of  the  hospital  author¬ 
ities.  All  such  mothers  are  carefully  assessed  in  the  light  of  their  domestic  and  other  relevant 
circumstances  and  the  available  hospital  accommodation  is  then  allotted. 

The  number  of  beds  available  per  month,  for  patients  requiring  admission  on  social  grounds 


were  : 

Barratt  Maternity  Home,  Northampton  .  40 

St.  Mary’s  Hospital,  Kettering  .  26 

Corby  Maternity  Unit  .  80 

Park  Hospital,  Wellingborough .  85 
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6.  Care  of  unmarried  mothers 

Financial  responsibility  was  accepted  by  the  County  Council  for  the  maintenance  of  29 
unmarried  mothers  in  mother  and  baby  homes,  including  nine  in  St.  Saviour’s  Home,  Northamp¬ 
ton.  Each  girl  was  required  to  contribute  any  maternity  benefit  she  received,  less  an  allowance 
for  pocket  money  of  16/-  per  week,  other  voluntary  payments  made  on  behalf  of  any  applicant 
being  deducted  from  the  final  account. 

Of  the  361  illegitimate  births  in  the  county,  122  were  helped  by  case  workers  of  the  North¬ 
ampton  Diocesan  Catholic  Child  Protection  and  Welfare  Society  and  the  Peterborough  Diocesan 
Family  and  Social  Welfare  Council,  the  latter  body  receiving  a  grant  of  £1,200  from  the  County 
Council  towards  the  cost  of  its  work  in  the  community. 

Of  the  cases  helped  by  these  organisations,  109  were  first  pregnancies.  The  ages  of  the 
mothers  ranged  from  12  to  over  30  years,  with  those  aged  21  or  less  accounting  for  88  (72%) 
of  the  total. 

7.  Family  planning  clinics 

The  County  Council’s  clinics  are  held  at  Corby  (once  monthly)  and  at  Kettering  (twice 
monthly),  and  the  total  attendances  are  as  follows  : 


First  Attendances  Total  Attendances 

1966  1965  1966  1965 

Corby  .  36  34  124  111 

Kettering  . .  90  71  269  276 


Women  in  other  parts  of  the  county  needing  advice  on  medical  grounds  are  referred  to 
clinics  run  by  voluntary  organisations.  Eight  women  attended  the  clinic  run  by  the  Northamp¬ 
ton  Family  Planning  Association  and  22  attended  the  Rugby  Family  Planning  Clinic.  In 
November,  arrangements  were  completed  with  the  Banbury  and  District  Family  Planning 
Association  for  women  in  the  southern  part  of  the  County  to  attend  the  clinic  at  Horton  General 
Hospital. 
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CARE  OF  YOUNG  CHILDREN 

(Section  22 — National  Health  Service  Act,  1946) 


1.  Child  welfare  centres 

New  centres  were  opened  at  Cogenhoe,  Wellingborough  (Queensway)  and  Wootton.  At 
the  end  of  the  year  there  was  a  total  of  61  centres,  of  which,  five  were  held  in  purpose-built 
premises  (Corby  Stuart  Road,  Corby  Pen  Green  Lane,  Kettering,  Rushden  and  Wellingborough)  ; 
two  in  adapted  premises  (Corby  Beanfield,  and  Desborough)  ;  and  the  remaining  54  in  hired 
buildings.  In  addition,  the  services  provided  in  rural  areas  by  the  mobile  health  clinic  included 
regular  calls  at  38  villages,  while  mothers  and  children  from  a  further  62  villages  and  hamlets 
(an  increase  of  ten  over  1965)  were  conveyed  to  it  by  the  estate  car  which  tows  the  caravan. 
A  full  list  of  child  welfare  centres  throughout  the  county,  showing  average  attendances,  will  be 
found  on  page  38. 

The  number  of  children  under  one  year  of  age  who  attended  child  welfare  centres  (including 
the  mobile  clinic)  for  the  first  time  was  4,853  and  they  made  a  total  of  41,645  attendances, 
compared  with  figures  of  4,866  and  43,308  respectively  in  1965.  Attendances  of  children  between 
the  ages  of  one  and  five  years  were  25,643  compared  with  27,948  in  1965.  There  has  also  been 
a  continuation  in  the  success  of  the  mobile  clinic,  a  total  of  360  children  under  the  age  of  one 
attending  it  for  the  first  time,  as  well  as  184  between  the  ages  of  one  and  five  years,  a  total  of 
4,269  attendances  being  made,  compared  with  4,102  in  1965.  Some  257  special  bus  journeys 
were  made  to  23  rural  centres  in  order  to  convey  2,160  mothers  and  2,916  children,  an  average 
of  8  mothers  and  11  children  per  journey. 

2.  Mothers’  clubs 

There  are  now  16  mothers’  clubs  in  the  county,  all  of  which  are  thriving.  The  organising 
of  the  clubs  is  left  to  the  members  themselves  but  advice  and  help  is  always  obtainable  from 
Health  Department  staff.  To  qualify  for  a  setting-up  grant  of  £25,  each  club  is  required  to 
devote  75%  of  its  annual  programme  to  subjects  related  to  health  education. 

3.  Play  centres 

There  is  an  ever-increasing  demand  for  private  play  centres  or  play  groups,  at  which  young 
children  benefit  from  social  contact  and  also  prepare  themselves  for  school,  while  at  the  same 
time  giving  their  mothers  at  least  some  free  time  during  the  day. 

Families  moving  to  the  county  under  arrangements  with  other  local  authorities  are  particularly 
interested  in  the  provision  of  day  nursery  facilities,  either  because  they  come  from  cities  where 
such  facilities  have  been  available  or  for  financial  reasons.  It  is  often  necessary  for  such  mothers 
to  go  out  to  work  as  the  rents  of  their  new  houses  are  relatively  high,  in  addition  to  which  there 
are  often  substantial  hire  purchase  commitments. 

However,  the  usual  type  of  play  group  which  is  held  on  only  two  or  three  mornings  weekly 
does  not  cater  for  the  mother  who  wishes  to  work  either  full  or  part-time,  and  this  state  of  affairs 
is  now  being  noted  by  industrial  firms  who  are  suffering  from  a  shortage  of  trained  women 
workers,  with  the  result  that  one  garment  firm  has  provided  a  day  nursery  on  a  full-time  basis. 
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All  nurseries,  both  industrial  and  private,  as  well  as  all  play  groups  are  inspected  regularly 
by  health  visitors  who  supply  much  informal  advice. 

4.  Child  guidance 

This  service,  which  is  available  to  pre-school  children  where  necessary,  is  dealt  with  in 
Part  II  of  “  The  Health  of  Northamptonshire  in  1966 

5.  Speech  therapy 

This  is  likewise  considered  in  Part  II. 


6.  Nurseries  and  Child-Minders  Regulation  Act,  1948 

Comment  is  made  above  about  the  demand  for  play  group  facilities  and  this  is  reflected  in 
the  increasing  number  of  children  being  cared  for  in  registered  premises. 

At  31st  December  the  premises  registered  under  the  Act  were  : 


Address  No.  of  children 

“  Oakroyd,”  Finedon  Road,  Wellingborough  ...  ...  ...  18 

The  Old  School,  Cransley  ...  ...  ...  ...  ...  25 

The  Church  Hall,  Moulton  ...  ...  ...  ...  16 

Hillside  Nursery,  Benefield  ...  ...  ...  ...  40 

Memorial  Hall,  Deanshanger  ...  ...  ...  ...  25 

Wallis  &  Linnell  Ltd.,  Kettering  (Factory  Nursery)  ...  ...  25 

The  Old  School,  Wicken  ...  ...  ...  ...  ...  16 

The  Lutheran  Hall,  Corby  ...  ...  ...  ...  ...  16 

The  Memorial  Hall,  Great  Doddington  ...  ...  ...  15 

4  East  Street,  Long  Buckby  ...  ...  ...  ...  16 

Queen  Anne’s,  Oundle  ...  ...  ...  ...  ...  12 

17  Watford  Road,  Crick  ...  ...  ...  ...  ...  10 

"  West  View,”  Charlton  ...  ...  ...  ...  ...  16 

284  Newton  Road,  Rushden  ...  ...  ...  ...  12 

56  Newton  Road,  Rushden  ...  ...  ...  ...  16 

“  Sunnyside,”  Mears  Ashby  ...  ...  ...  ...  10 

“  Ashby  House,”  High  Street,  Kislingbury  ...  ...  ...  16 

"  Greengates,”  Newnham  ...  ...  ...  ...  ...  10 

"Pampas,”  The  Green,  Milton  Malsor  ...  ...  ...  16 

2  Seri vens  Hill,  Woodford  Halse  ...  ...  ...  ...  7 

11  School  Lane,  Harpole  ...  ...  ...  ...  ...  7 

“  Wan  Darra,”  Station  Road,  Helmdon  ...  ...  ...  15 

7  School  Lane,  Harpole  ...  ...  ...  ...  ...  6 

34  High  Street,  Greens  Norton  ...  ...  ...  ...  11 

“  The  Rowans,”  The  Jetty,  Creaton  ...  ...  ...  5 

Bromley’s  Farm,  Hinton,  Woodford  Halse  ...  ...  ...  7 

Hill  House,  Brixworth  ...  ...  ...  ...  ...  10 

10  Masefield  Close,  Wellingborough  ...  ...  ...  ...  5 

1  High  Street,  Higham  Ferrers  ...  ...  ...  ...  9 

21  Windmill  Banks,  Higham  Ferrers...  ...  ...  ...  7 

60  High  Street,  Brackley  ...  ...  ...  ...  ...  9 


Total  ...  428  (203  in  1965) 


7.  Clinic  clerks 

The  appointment  of  clerical  assistance  for  professional  staff  engaged  on  field  work,  referred 
to  in  the  report  for  1965,  was  again  delayed  by  the  continuing  restrictions  on  local  authority 
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expenditure.  However,  a  part-time  clerk/receptionist  was  appointed  when  the  central  health 
clinic  was  opened  in  Corby  in  October,  and  it  is  anticipated  that  this  appointment  will  be  made 
full-time  in  1967. 

8.  Wellingborough  Health  Clinic 

The  extensions  to  this  clinic,  designed  to  provide  additional  dental  facilities  and  accommoda¬ 
tion  for  health  visitors  were  completed  in  May. 

9.  Central  Health  Clinic,  Corby 

This  clinic  was  completed  in  October  at  a  cost,  including  furniture  and  equipment  of  approxi¬ 
mately  £49,150.  The  new  building,  which  is  conveniently  placed  near  to  the  town  centre,  was 
officially  opened  on  11th  November  by  Sir  Geoffrey  de  Freitas,  K.C.M.G.,  M.P.,  and  provides  a 
wide  variety  of  local  health  authority  services  as  well  as  office  accommodation  for  health  visitors, 
district  nurses,  midwives  and  the  assistant  home  help  organiser.  It  will  be  interesting  to  see 
whether  this  clinic,  which  is  both  attractive  in  appearance  and  particularly  well  designed  for  its 
purpose,  will  prove  to  be  the  last  ever  to  be  built  in  Northamptonshire,  for  it  now  seems  likely 
that  the  future  will  lie  in  the  development  of  health  centres,  designed  to  house  not  merely  local 
health  authority  services,  but  also  family  doctors  and,  in  appropriate  cases,  certain  hospital 
out-patient  facilities. 

A  plan  of  the  clinic  will  be  found  on  the  centre  plate. 

10.  Conference  of  voluntary  workers  at  child  welfare  centres 

Arising  from  the  professional  study  day  on  the  future  of  child  welfare  centres,  held  in 
November  1965,  a  conference  of  voluntary  workers  was  held,  again  at  Rushden,  on  3rd  November, 
and  was  attended  by  60  delegates  from  40  centres.  Talks  were  given  by  members  of  the  medical 
staff  and  the  Superintendent  Health  Visitor  on  various  aspects  of  child  welfare  work,  after  which 
the  meeting  divided  into  groups,  and  concluded  with  a  general  discussion  on  the  reports  submitted 
by  the  groups. 

This  exchange  of  views  was  most  helpful  and  it  was  apparent  that  there  was  a  substantial 
agreement  on  all  the  questions  which  were  discussed,  the  only  points  of  difference  arising  over 
details  such  as,  precisely  how  further  health  education  might  be  introduced  into  clinics  and 
the  rate  at  which  the  various  modifications  in  approach  to  matters  of  child  welfare  should  be 
introduced. 

As  the  conference  was  well  received  by  the  voluntary  workers,  similar  events  will  be  arranged 
from  time  to  time  in  different  centres  throughout  the  county. 

11.  Fire  precautions  at  child  welfare  centres 

In  order  to  raise  the  standard  of  safety  to  that  required  by  the  Maternity,  Nursing  and 
Care  Sub-Committee  in  the  case  of  premises  registered  under  the  Nurseries  and  Child-Minders 
Regulation  Act,  1948,  the  Chief  Fire  Officer  commenced  an  inspection  of  all  hired  premises  used 
for  child  welfare  centres.  All  of  the  owners  were  found  to  be  prepared  to  implement  the  recom¬ 
mendations  of  the  Chief  Fire  Officer,  although  in  two  cases  financial  assistance  was  given  by  the 
local  health  authority. 

12.  Distribution  of  welfare  and  other  foods 

(a)  Welfare  foods 

Centres  for  the  distribution  of  national  dried  milk,  cod  liver  oil,  vitamin  tablets  and  orange 
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juice  are  located  wherever  there  is  a  demand.  There  is  a  full-time  centre  at  Northampton  and 
part-time  centres  manned  by  County  Council  staff  at  Corby,  Daventry,  Kettering,  Rushden  and 
Wellingborough  as  well  as  one  provided  by  the  mobile  clinic.  The  remaining  centres  are  manned 
by  unpaid  voluntary  helpers  who  sell  foods  from  their  homes,  from  shops,  and  from  child  welfare 
centres.  A  debt  of  gratitude  is  owed  to  the  voluntary  workers  for  their  help  in  maintaining  the 
centres. 

The  total  number  of  centres  at  the  end  of  the  year  was  143.  Of  these  135  were  voluntary,  27 
of  which  were  at  child  welfare  centres. 

The  number  of  items  distributed  during  the  year  was  162,671  as  opposed  to  156,552  in  1965. 


National  dried  milk  (full  and  half  cream) 

69,503 

Cod  liver  oil  . . . 

5,584 

Vitamin  tablets 

4,700 

Orange  juice  ... 

82,884 

Total  ... 

162,671 

(b)  Other  foods 

After  discussing  the  report  of  a  staff  meeting  held  at  Rushden  in  November,  1965  to  consider 
the  future  of  child  welfare  clinics,  the  Maternity,  Nursing  and  Care  Sub-Committee  agreed  that  a 
Survey  should  be  carried  out  of  the  welfare  and  other  foods  currently  being  sold  at  these  clinics. 
This  survey,  carried  out  in  June,  showed  that  some  40  varieties  of  products  were  on  sale  through 
County  Council  distribution  centres  or  clinics,  the  number  of  such  products  stocked  at  any  given 
clinic  ranging  from  nil  to  29.  In  addition,  toothbrushes  for  children  are  sold  under  County 
Council  arrangements. 

The  products  on  sale  can  be  divided  into  three  categories  : 

(i)  Milk  preparations,  nine  varieties  of  which  are  sold  in  addition  to  full  and  half  cream 
national  dried  milk. 

(ii)  Vitamin  preparations,  12  types  of  which  are  on  sale,  in  addition  to  cod  liver  oil,  orange 
juice  and  A  and  D  tablets  obtained  from  Government  sources. 

(iii)  Food-stuffs,  comprising  infant  cereals,  baby  foods  and  other  products,  including  such 
commodities  as  glucose  and  a  proprietary  chocolate  milk  drink. 

(iv)  Tooth  brushes. 

In  addition,  there  is  a  long-standing  arrangement  in  Kettering  whereby  chemists  supply 
various  milk  and  baby-food  products  at  concessionary  rates  on  receipt  of  signed  authorisation 
vouchers  issued  at  welfare  centres. 

Since  the  survey  was  made  the  matter  has  been  discussed  with  the  medical  staff,  health 
visitors  and  voluntary  workers,  in  order  to  obtain  their  views  on  the  general  policy  of  selling 
proprietary  foods.  Having  taken  into  account  the  various  points  raised  at  these  meetings,  the 
following  report  was  submitted  to  the  Maternity,  Nursing  and  Care  Sub-Committee  on  6th 
December,  1966. 

“  Survey  of  present  position 

Historically,  milk  products  have  been  available  at  many  clinics  throughout  the  County 

since  before  the  1939-45  war.  Initially,  they  were  designed  to  help  those  members  of  the 

populace  who  could  ill-afford  to  buy  milk  for  their  babies  through  normal  channels  and, 
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during  the  war,  the  Government  became  involved  by  setting  up  the  welfare  food  service, 
under  which  milk  and  vitamin  preparations  were  made  available,  at  subsidised  prices,  to 
children  and  expectant  mothers.  These  policies  were  sound,  and  did  much  to  ensure  the 
wellbeing  of  children  at  the  times  in  question.  Nowadays,  on  the  other  hand,  malnutrition 
in  infants  is  a  rare  event  and  it  is,  in  addition,  doubtful  whether  the  small  minority  of  the 
population  whose  infants  stand  in  greatest  need  of  welfare  foods  supplies  in  fact  made 
adequate  use  of  the  service. 

During  the  past  twenty  years,  the  welfare  food  service  in  Northamptonshire  has 
gradually  extended  to  cover  an  increasingly  wide  variety  of  infant  foods,  such  as  cereal 
products  and  various  tinned  or  bottled  meals. 

The  County  Council  has  a  statutory  duty  to  distribute  the  welfare  foods  supplied  by  the 
Government,  namely  national  dried  milk  ;  cod  liver  oil ;  orange  juice  ;  and  vitamin  A  and  D 
tablets.  Distribution  is  effected  through  child  welfare  clinics  and  other  selling  points  and 
there  is,  of  course,  no  question  of  changing  these  arrangements. 

The  arguments  in  favour  of  stocking  the  products  described  above  are  as  follows  : 

(i)  Milk.  A  very  small  proportion  of  babies  may  thrive  better  on  some  alternative 
preparation  to  national  dried  milk.  Such  products  can,  on  the  other  hand,  be  obtained 
from  chemists,  although  usually  at  higher  prices  than  in  clinics. 

(ii)  Vitamin  preparations.  Essentially  similar  remarks  apply. 

(iii)  Food-stuffs.  It  is  difficult  to  see  the  logic  of  supplying  certain  products  which  are 
simply  normal  items  of  diet  and  really  come  into  the  category  of  groceries.  In  addition, 
it  should  be  noted  that  only  certain  products  are,  in  fact,  stocked,  whereas  similar 
preparations  marketed  by  other  manufacturers  are  not.  Understandably,  this  can  lead 
to  complaints  from  manufacturers. 

(iv)  Tooth  brushes.  These  constitute  a  special  case  because  of  the  importance  of 
inculcating  good  habits  of  dental  hygiene  from  an  early  age,  and  the  extreme  cheapness 
made  possible  by  special  purchasing  arrangements  enables  the  brushes  to  be  sold  at 
from  3d  to  6d  each. 

It  is  sometimes  argued  that  the  sale  of  welfare  and  other  foods  boosts  attendances  at 
clinics  but  there  is,  in  fact,  little  evidence  to  support  this  contention.  Where  surveys  have 
been  carried  out,  they  have  usually  shown  that  mothers  do  not  regard  the  purchase  of 
foods  as  the  most  important  function  of  child  welfare  clinics  and,  both  in  this  county  and 
elsewhere,  there  are  clinics  which  do  not  sell  such  products  yet  nevertheless  have  satisfactory 
attendances. 

Views  of  medical  staff 

The  general  opinion  of  the  medical  staff  of  the  County  Health  Department  is  as  follows  : 

(i)  Milk.  National  dried  milk,  both  full  and  half  cream,  should  continue  to  be  supplied 
by  the  Health  Department,  as  should  the  most  economically  priced  evaporated  milk, 
both  full  and  half  cream. 

(ii)  Vitamin  preparations.  The  Government  products  should  be  stocked  by  the  Health 
Department,  as  should  the  cheapest  alternative  sources  of  vitamins  A,  C  and  D. 

(iii)  Foodstuffs.  These  should  not  be  stocked  by  the  County  Health  Department. 

(iv)  Tooth  brushes.  These  should  continue  to  be  stocked  by  the  County  Health  Depart¬ 
ment. 
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As  far  as  voluntary  committees  are  concerned,  the  medical  staff  felt  that  there  should  be 
freedom  to  continue  to  provide  welfare  products,  in  consultation  with  the  doctors  and  health 
visitors  in  attendance  at  the  clinics.  The  supply  of  products  other  than  those  stocked  by 
the  County  Health  Department  would  be  a  matter  for  direct  arrangement  between  the 
voluntary  committees  and  the  manufacturers. 

Views  of  health  visitors 

The  general  opinion  of  the  health  visitors  is  as  follows  : 

(i)  Milk.  In  the  opinion  of  the  majority,  the  County  Health  Department  should  supply 
one  full  and  half  cream  alternative  to  national  dried  milk,  a  powdered  product  being 
favoured. 

(ii)  Vitamin  preparations.  The  majority  recommended  the  supply  by  the  County 
Health  Department  of  an  alternative  product  for  Government  vitamin  preparations. 

(iii)  Food-stuffs.  These  should  not  be  supplied  by  the  County  Health  Department. 

(iv)  Tooth  brushes.  These  should  continue  to  be  supplied  by  the  County  Health 
Department. 

Voluntary  committees  should  be  free  to  supply  welfare  products,  subject  to  agreement 
with  the  professional  staff  of  the  clinics  concerned.  It  also  appeared  that  there  was 
considerable  variation  in  the  amount  of  profit  made  by  the  voluntary  committees,  and  it 
was  suggested  that  there  should  be  some  standardised  charges  throughout  the  County. 

Meeting  of  voluntary  workers 

The  meeting  was  in  favour  of  a  continuation  of  the  supply  of  all  Government  products, 
and  the  great  majority  felt  that  voluntary  committees  should  be  free  to  stock  other  products. 
There  seemed  to  be  general  awareness  of  the  importance  of  settling  the  precise  range  in 
consultation  with  the  medical  and  health  visiting  staff  attached  to  the  clinics. 

Recommendations 

Following  these  various  studies,  it  was  recommended  that  the  following  policies  should 
be  adopted  throughout  the  County  : 

(i)  Government  products.  The  County  Health  Department  has  the  statutory  duty  of 
making  arrangements  for  the  supply  of  national  dried  milk  and  of  Government  vitamin 
preparations,  and  these  must  continue  to  be  sold. 

(ii)  Alternative  supplies.  The  County  Health  Department  should  stock  the  most 
economically  priced  evaporated  milk  product,  both  full  and  half  cream.  There  should 
similarly  be  one  alternative  source  of  vitamin  C  and  vitamins  A  and  D,  the  precise 
choice  depending  upon  which  is  cheapest. 

(iii)  T ooth  brushes.  The  County  Health  Department  should  continue  to  supply  these. 

(iv)  Other  products.  None  should  be  supplied  through  the  County  Health  Department. 

(v)  Voluntary  committees.  These  should  be  permitted  to  continue  to  sell  suitable 
preparations,  and  should  be  encouraged  to  consult  clinic  medical  officers  and  health 
visitors,  both  about  their  present  range  of  products,  and  about  any  additions  to  it. 
They  should  also  be  asked  to  review  the  prices  which  they  charge  periodically,  in  order 
to  ensure  that  profits  are  kept  to  a  modest  level.  The  Kettering  voucher  system  should 
continue,  provided  it  is  administered  by  the  voluntary  committees.” 

The  recommendations  were  subsequently  accepted  by  the  Health  Committee  and  the  new 
policies  will  be  implemented  on  1st  April,  1967. 
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13.  Dental  Care 

Report  by  the  Chief  Dental  Officer 

The  additional  professional  staff  available  during  1966  allowed  a  further  increase  in  the 
amount  of  treatment  available  for  children  under  five,  and  for  a  continuation  of  the  services  for 
expectant  and  nursing  mothers.  Approximately  10%  of  all  clinical  time  was  devoted  to  such 
treatment,  and  statistical  details  are  given  in  the  accompanying  graph. 


Third  birthday  invitation  scheme 

All  children  in  the  Rushden  and  Northampton  clinic  areas,  whose  third  birthday  fell  in  1966, 
were  asked  whether  or  not  they  were  receiving  dental  inspection  either  through  general  dental 
service  practices  or  local  authority  clinics.  A  total  of  960  invitations  to  parents  to  present  their 
children  for  dental  inspection  and  any  necessary  treatment  were  sent  out,  and,  as  in  the  first  year 
of  the  scheme,  some  20%  replied.  Of  those,  over  90%  requested  an  appointment  for  inspection, 
and,  as  a  result,  over  50%  required,  and  received  treatment.  Despite  the  continued  poor 
response  on  the  part  of  parents,  it  is  proposed  to  extend  this  scheme  to  the  whole  of  the  county  in 
1967. 

It  has  been  suggested  that  nationally,  the  peak  incidence  of  dental  caries  in  very  young 
children  has  now  been  reached,  and  in  some  areas,  it  has  been  claimed  that  dental  health  education 
and  early  treatment  has- reduced  the  incidence  of  dental  disease  in  children  under  five  years  of 
age.  However,  the  difficulty  in  assessing  the  overall  amount  of  treatment  required  for  this  age 
group  lies  in  the  fact  that  only  a  very  small  proportion  are  being  seen  by  the  combined  local 
authority  and  general  dental  services.  There  were  some  27,000  children  under  five  years  of  age 
in  this  county  at  the  end  of  1965  and,  of  these,  15,000  were  between  the  ages  two  and  five  years. 
Only  about  2,000  received  dental  inspection  and  treatment  from  the  two  branches  of  the  service 
available,  and  it  would  seem  that  some  8,000  children  of  this  age  group  need  treatment  and  do 
not  receive  it. 

It  has  long  been  assumed  that  the  incidence  of  rampant  dental  caries  in  some  children,  and 
the  premature  onset  of  the  more  moderate  form  of  the  disease  in  others,  has  been  connected  with 
the  widespread  use  of  soothers,  patent  feeders  or  feeding  bottles  with  the  teats  coated  in  sugar, 
honey  or  vitamin  syrups.  Early  results  of  current  research  have  proved  the  link  between  these 
habits  and  the  sharp  rise  in  dental  disease  of  this  type  in  recent  years.  Scientific  enquiries  will 
continue  for  some  time  yet,  but  already  there  is  conclusive  proof  that  this  easy  way  for  pacifying 
restless  or  demanding  infants  is  creating  dental  problems  of  a  serious  nature.  Manufacturers  of 
certain  vitamin  syrups  have  been  made  aware  of  the  attitudes  and  opinions  of  public  dental 
officers  and  have  discussed  the  problem  with  them.  One  result  of  this  has  been  an  attempt  by 
manufacturers  to  indicate  to  parents,  by  means  of  dental  health  education  material,  the  hazards 
to  dental  health  which  can  result  from  the  improper  use  of  vitamin  syrup  products. 

Dental  health  education  at  present  constitutes  the  main  line  of  attack  in  the  effort  to  reduce 
the  amount  of  infantile  caries,  and  in  an  attempt  to  increase  contact  with  the  section  of  the 
community  most  involved,  namely  young  wives  and  expectant  and  nursing  mothers,  the  use 
of  dental  officers  in  child  welfare  centres  will  be  extended  throughout  the  county  in  1967.  The 
functions  of  child  welfare  centres  in  the  future  is  under  consideration  nationally,  and  representa¬ 
tions  have  been  made  to  persuade  those  responsible  for  the  formation  of  policies,  to  encourage 
the  inclusion  of  professional  dental  personnel  in  the  clinic  team.  It  becomes  clearer  year  by  year 
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that  the  amount  of  attention  and  treatment  given  to  the  younger  age  groups  of  children  by  the 
local  authority  dental  services  is  increasing,  and  one  can  only  repeat  that  it  is  logical  and  essential 
for  this  time-consuming  and  demanding  work,  uneconomical  for  other  branches  of  the  dental 
services,  to  be  carried  out  by  the  local  authority  dental  services. 

Statistics 

The  number  of  attendances  of  expectant  and  nursing  mothers  has  again  fallen,  in  parallel 
with  the  national  trend  for  this  class  of  patient  to  receive  treatment  from  the  general  dental 
practitioner  service.  The  number  of  attendances  by  children  under  five  has  increased  again 
and  is  now  nearly  three  times  the  figure  for  1963.  The  number  of  fillings  carried  out  for  children 
under  five  rose  again  to  just  under  1,000,  nearly  five  times  the  figure  for  1963.  The  number  of 
extractions  performed  during  1966  has  also  risen  since  1963  in  parallel  with  the  number  of 
attendances  for  treatment  and  the  number  of  fillings  carried  out,  but  extractions  are  considerably 
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fewer  than  the  figure  for  1959,  for  instance,  when  less  than  400  attendances  were  made  by 
children  under  five  years  of  age,  and  less  than  100  fillings  were  carried  out.  In  1959,  only  one 
filling  was  carried  out  for  every  seven  teeth  extracted,  and  for  every  four  attendances  by  children 
under  the  age  of  five.  By  contrast,  in  1966,  nearly  two  fillings  were  carried  out  for  every  tooth 
extracted,  and  the  number  of  fillings  equalled  the  number  of  attendances.  Such  is  the  measure 
of  the  progress  being  made  locally  in  dental  treatment  for  this  age  group,  but  the  size  of  the  task 
remaining  must  not  be  under-estimated  when  it  is  remembered  that  at  least  13,000  children  aged 
between  two  and  five  years  apparently  received  no  dental  inspection  or  treatment  whatsoever 
during  the  year.  With  the  standard  of  equipment  available  in  County  Council  clinics,  the  skill 
of  individual  dental  officers,  and  the  completely  changed  attitudes  in  making  the  introduction  of 
young  children  to  dentistry  as  humane  and  acceptable  as  possible,  there  can  be  no  excuse  for 
parents  who  persist  in  refusing  to  face  up  to  their  responsibilities  regarding  the  dental  health, 
and  hence  the  general  health,  of  their  young  children. 

Fluoridation  of  water  supplies 

The  position  regarding  the  possible  employment  of  fluorides  remains  as  described  in  the 
Annual  Report  for  1963. 
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14.  “  At  risk  ”  register 

Comments  on  the  purpose  and  value  of  the  “  at  risk  ”  register  were  made  in  the  annual 
reports  for  1964  and  1965  and,  at  the  end  of  the  year  under  review,  3,050  children  bom  between 
1963  and  1965  remained  on  it. 

The  proportions  of  children  placed  on  the  “  at  risk  ”  register  are  similar  to  previous  years 
both  regarding  total  births  and  individual  categories.  On  the  principle  that  it  is  difficult  to  be 
certain  before  the  age  of  five  whether  a  child  can  definitely  be  classed  as  no  longer  at  risk,  it  is  felt 
that  most  of  these  children  are  best  followed  up  until  they  are  at  school. 


Additions  to  register  during  1966 


Group 

Category 

Total 

Deafness 

6 

Blindness 

2 

> 

05 

Epilepsy 

16 

O 

H 

Diabetes 

30 

(/) 

Tuberculosis 

30 

>• 

Mental  disorders  ... 

22 

§ 

Congenital  abnormality 

7 

< 

Young  or  elderly  mother 

22 

Social 

14 

Other 

31 

Hyperemesis 

1 

Hydramnios 

1 

Toxaemia 

131 

< 

Placenta  praevia 

5 

H 

< 

Threatened  abortion 

25 

Z 

Forceps  delivery  ... 

173 

« 

Caesarean  section  ... 

174 

05 

Abnormal  presentation 

86 

O 

Premature 

138 

< 

H 

Post-mature 

90 

< 

Z 

Asphyxia 

84 

« 

H 

Rh.  incompatibility  and  blood  disorders 

36 

Z 

< 

Multiple  birth 

36 

Jaundice 

45 

Congenital  abnormality 

72 

Other 

64 

Post-natal 

16 

Developmental 

1 

Total 

1,358 

15.  Causes  of  deaths  of  children  under  one  year 

The  details  of  deaths  given  in  the  table  on  page  35  have  been  analysed  from  the  death 
returns  which  are  received  from  local  registrars,  and  they  differ  slightly  from  those  given  by  the 
Registrar  General  in  his  annual  figures.  The  table  is  based  on  causes  of  deaths  as  given  on  the 
death  certificates  but,  as  practitioners  vary  in  the  way  in  which  they  complete  these,  the  classi¬ 
fication  is  not  uniform.  In  all  cases  where  prematurity  was  mentioned  on  the  death  certificate, 
this  has  been  classified  as  the  cause  of  death. 
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CAUSES  OF  DEATH  UNDER  ONE  YEAR 


1957 

1958 

1959 

1960 

1961 

Cause  of  death 

Age  in  weeks 

Age  in  weeks 

Age  in  weeks 

Age  in  weeks 

Age  in  weeks 

-4 

4-52 

Total 

-4 

4-52  Total 

-4 

4-52  Total 

-4 

4-52 

Total 

-4 

4-52 

Total 

Prematurity 

32 

— 

32 

33 

_ 

33 

30 

1 

31 

36 

_ 

36 

39 

2 

41 

Congenital  malformations 

19 

7 

26 

15 

11 

26 

18 

11 

29 

21 

14 

35 

17 

11 

28 

Respiratory  diseases 
Infections  (other  than  lung 

14 

8 

22 

2 

10 

12 

5 

10 

15 

1 

9 

10 

2 

9 

11 

and  gut) 

— 

— 

— 

— 

— 

— 

— 

4 

4 

3 

7 

10 

— 

1 

1 

Asphyxia  and  atelectasis 

8 

— 

8 

2 

1 

3 

8 

— 

8 

1 

1 

2 

5 

1 

6 

Birth  injury 

4 

— 

4 

6 

1 

7 

1 

— 

1 

9 

— 

9 

2 

— 

2 

Accidents  ... 

— 

— 

— 

— 

2 

2 

1 

1 

2 

— 

— 

— 

— 

— 

— 

Enteritis  and  diarrhoea  ... 

1 

2 

3 

— 

4 

4 

— 

2 

2 

1 

4 

5 

— 

— 

— 

Haemolytic  disease 

4 

— 

4 

4 

— 

4 

1 

— 

i 

1 

— 

1 

1 

— 

1 

Other  causes 

— 

7 

7 

1 

3 

4 

1 

3 

4 

3 

1 

4 

2 

3 

5 

Totals 

82 

24 

106 

63 

32 

95 

65 

32 

97 

76 

36 

112 

68 

27 

95 

No.  of  live  births... 

Infant  mortality  rate  per 

4748 

4809 

4800 

5183 

5337 

1,000  live  births 

22.53 

19.75 

20.20 

22.57 

17.61 

Cause  of  death 

1962 

1963 

1964 

1965 

1966 

Age  in  weeks 

Age  in  weeks 

Age  in  weeks 

Age  in  weeks 

Age  in  weeks 

-4 

4-52 

Total 

-4 

4-52 

Total 

-4 

4-52 

Total 

-4 

4-52  Total 

-4 

4-52 

Total 

Prematurity 

50 

1 

51 

39 

_ 

39 

50 

1 

51 

29 

1 

30 

37 

1 

38 

Congenital  malformations 

13 

11 

24 

8 

10 

18 

10 

8 

18 

14 

10 

24 

11 

8 

19 

Respiratory  diseases 

— 

10 

10 

4 

12 

16 

4 

10 

14 

4 

3 

7 

6 

14 

20 

Infections  (other  than  lung 

and  gut) 

1 

3 

4 

— 

4 

4 

1 

6 

7 

3 

7 

10 

3 

4 

7 

Asphyxia  and  atelectasis 

2 

— 

2 

6 

— 

6 

5 

2 

7 

4 

4 

8 

1 

— 

1 

Birth  injury 

7 

— 

7 

9 

— 

9 

3 

— 

3 

10 

— 

10 

2 

— 

2 

Accidents  ... 

— 

3 

3 

— 

2 

2 

— 

2 

2 

— 

— 

— 

1 

1 

2 

Enteritis  and  diarrhoea  ... 

— 

1 

1 

— 

1 

1 

— 

3 

3 

— 

2 

2 

2 

— 

2 

Haemolytic  disease 

1 

— 

1 

1 

— 

1 

2 

— 

2 

3 

— 

3 

1 

— 

1 

Other  causes 

2 

2 

4 

2 

6 

8 

1 

— 

1 

— 

1 

1 

— 

— 

— 

Totals 

76 

31 

107 

69 

35 

104 

76 

32 

108 

67 

28 

95 

64 

28 

92 

No.  of  live  births... 

5528 

5692 

5937 

5755 

5684 

Infant  mortality  rate  per 

1,000  live  births 

19.54 

17.92 

18.36 

16.86 

16.01 

It  will  be  seen  that  prematurity  was  again  the  greatest  factor  in  causing  the  deaths  of  very 
young  children.  For  the  first  time  in  the  last  decade,  respiratory  diseases  were  responsible  for 
more  deaths  than  congenital  abnormalities. 


16.  Register  of  congenital  abnormalities 

The  number  of  congenital  abnormalities  reported  in  Northamptonshire  was  136  or  2.39%  of 
the  total  live  births.  This  compares  with  2.5%  of  total  births  for  the  previous  year,  the  figures 
for  England  and  Wales  in  1965  being  1.89%. 

The  following  table  compares  the  proportions  of  abnormalities  in  each  group  with  the  1965 
figures  for  England  and  Wales. 
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Category 

Northamptonshire 

England  and  Wales 

1966 

% 

1965 

% 

1965 

0/ 

/o 

Central  nervous  system 

27 

19.9 

32 

21.9 

4,086 

24.6 

Eye-ear 

1 

0.7 

3 

2.1 

465 

2.8 

Alimentary  system  ... 

19 

14.0 

18 

12.3 

1,740 

10.5 

Heart  and  great  vessels 

12 

8.8 

10 

6.8 

703 

4.2 

Respiratory  system  ... 

1 

0.7 

2 

1.4 

196 

1.2 

Uro-genital  system  ... 

6 

4.4 

17 

11.7 

1,176 

7.1 

Limbs  ... 

52 

38.2 

36 

24.7 

5,696 

34.4 

Other  skeletal 

2 

1.5 

4 

2.7 

366 

2.2 

Other  systems 

11 

8.1 

13 

8.9 

1,163 

7.0 

Other  malformations 

5 

3.7 

11 

7.5 

989 

6.0 

Total 

136 

100.% 

146 

100.% 

16,580 

100.% 

Note:  Where  a  child  had  multiple  abnormalities  of  the  same  generic  category  (e.g.  spina  bifida  with  hydro¬ 
cephalus  or  hare  lip  with  cleft  palate)  for  the  purpose  of  the  table,  it  has  been  included  once  only. 


One  of  the  principal  reasons  for  collecting  statistical  material  about  congenital  malformations 
on  a  national  scale  is  in  order  to  obtain  large  enough  numbers  to  enable  valid  deductions  to  be 
drawn  and,  as  the  Northamptonshire  figures  in  the  above  table  are  not  large,  their  significance 
is  doubtful.  The  local  and  national  figures  quoted  in  the  table  are  not  grossly  dissimilar,  while 
the  higher  proportion  of  total  live  births  notified  in  the  county  as  having  congenital  abnormalities 
may  simply  be  a  reflection  of  a  relatively  high  standard  of  reporting  in  a  county  with  satisfactory 
intra-professional  communications. 

During  the  year,  110  babies  were  reported  as  having  a  total  of  142  abnormalities,  an  analysis 
of  which  is  as  follows  : 


CENTRAL  NERVOUS  SYSTEM 

Anencephalus  ...  ...  ...  10 

Hydrocephalus  ...  ...  ...  5 

Microcephalus  ...  ...  ...  2 

Spina  Bifida  ...  ...  ...  11 

EYE/EAR 

Defects  of  eye  ...  ...  ...  1 

ALIMENTARY  SYSTEM 

Cleft  lip  ...  ...  ...  ...  12 

Cleft  palate  ...  ...  ...  12 

HEART  AND  GREAT  VESSELS 

Transposition  of  great  vessels  ...  2 

Interventricular  septal  defect  ...  2 

Other  ...  ...  ...  ...  8 

RESPIRATORY  SYSTEM 

Defects  of  diaphragm  ...  ...  1 

URO-GENITAL  SYSTEM 

Polycystic  kidney  ...  ...  ...  1 

Other  defects  of  kidney  and  ureter  ...  1 

Hypospadias,  epispadias  ...  ...  1 

Other  defects  of  male  genitalia  ...  1 

Defects  of  female  genitalia  ...  ...  1 

Indeterminate  sex  ...  ...  1 


LIMBS 

Reduction  deformities  ...  ...  2 

Polydactyly  ...  ...  ...  5 

Syndactyly  ...  ...  ...  4 

Dislocation  of  hip  ...  ...  ...  1 

Talipes  ...  ...  ...  ...  34 

Other  defects  of  shoulder  girdle,  upper 

arm  and  forearm  ...  ...  1 

Other  defects  of  hand  ...  ...  2 

Other  defects  of  pelvic  girdle  and  lower 

limb  ...  ...  ...  2 

Other  defects  of  lower  limbs  ...  ...  1 

OTHER  SKELETAL 

Defects  of  skull  and  face  ...  ...  1 

Defects  of  ribs  and  sternum  ...  1 

OTHER  SYSTEMS 

Other  defects  of  face  and  neck  ...  3 

Vascular  defects  of  skin,  subcutaneous 

tissues  and  mucous  membranes  ...  4 

Other  defects  of  skin  ...  ...  3 

Exomphalos,  omphalocele  ...  ...  1 

OTHER  MALFORMATIONS 

Mongolism  ...  ...  ...  3 

Other  ...  ...  ...  ...  2 
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Of  the  110  babies  where  abnormalities  were  detected  at  birth,  15  were  stillborn  and  13  died 
subsequently.  In  25  cases  more  than  one  abnormality  was  detected  ;  of  these  three  were 
stillborn  and  eight  died. 


CHILD  WELFARE  CENTRES 

(see  also  page  25) 


Average  No. 
of  children 
attending 
per  session 

Sessions  held 

By  doctor  By  health  visitor 

Barton  Seagrave  ... 

44 

49 

— 

Boughton 

19 

12 

— 

Bozeat 

31 

12 

— 

Brackley 

28 

12 

— 

Brigstock 

28 

12 

— 

Brixworth 

23 

12 

— 

Broughton 

30 

12 

— 

Burton  Latimer 

79 

12 

12 

Cogenhoe 

27 

12 

— 

Cold  Ashby  and  Welford 

31 

12 

— 

Colly  weston 

36 

12 

— 

Corby  (Pen  Green  Lane) 

63 

46 

2 

Corby  (Bean field)  ... 

44 

86 

13 

Corby  (Diagnostic  Centre)  ... 

62 

51 

— 

Corby  (Elizabeth  Street)  (Closed  10th  October) 

38 

36 

1 

Corby  (Stuart  Road)  (Commenced  17th  October) 

13 

22 

11 

Daventry 

42 

17 

7 

Deanshanger 

82 

22 

1 

Desborough 

75 

24 

— 

Doddington,  Great 

31 

12 

— 

Earls  Barton 

53 

24 

— 

Finedon 

35 

13 

8 

Geddington 

29 

11 

1 

Gretton  ... 

34 

12 

— 

Hackleton 

40 

12 

— 

Hardingstone 

36 

12 

10 

Harpole  ... 

45 

12 

— 

Helmdon... 

35 

12 

— 

Higham  Ferrers 

41 

24 

— 

Irchester 

62 

13 

10 

Irthlingborough  (St.  Peter’s  Hall) 

49 

24 

— 

Irthlingborough  (Community  Centre) 

37 

12 

— 

Kettering  (School  Lane) 

38 

149 

1 

Kettering  (St.  John) 

23 

11 

10 

Kings  Cliffe 

7 

12 

— 

Kings  Sutton 

45 

12 

*— 

Kislingbury 

39 

12 

■  — 

Long  Buckby 

25 

12 

— 

Middleton  Cheney 

59 

12 

— 

Moulton 

31 

22 

— 

Old  Stratford 

37 

12 

— 

Oundle  ... 

39 

13 

— 

Potterspury 

37 

12 

— 

Raunds 

36 

12 

— 

Roade 

35 

12 

— 

Rothwell 

47 

24 

— 

Rushden 

48 

110 

— 

Silverstone 

54 

12 

— 

Spratton 

21 

12 

— 

Thrapston 

14 

12 

— 

Towcester 

26 

12 

— 

Weedon  ... 

43 

12 

— 

Weldon  ... 

27 

12 

— 

Wellingborough  (Oxford  Street) 

46 

113 

— 

Wellingborough  (Queensway) 

61 

21 

1 

Wellingborough  (St.  Andrew’s) 

28 

24 

— 

West  Haddon 

39 

12 

— 

Wollaston 

37 

12 

12 

Woodford 

23 

12 

— 

Woodford  Halse  ... 

50 

12 

— 

Wootton 

29 

5 

— 

Yardley  Hastings  ... 

50 

12 

— 

Mobile  Clinic 

10* 

401 1 

— 

Totals 

_ 

1,799 

100 

Average  attendance  per  village 


t  Visits  to  villages 
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MIDWIFERY 

(Section  23 — National  Health  Service  Act,  1946) 


1.  Statistics 

The  following  table  shows  the  number  of  cases  attended  by  midwives  in  the  past  ten  years. 


Year 

Doctor  n 
for  attendance 

ot  booked 
at  delivery 

Doctor  booked 
for  attendance  at  delivery 

Total 

Doctor  present 

Doctor  not  present 

Doctor  present 

Doctor  not  present 

1957  ... 

54 

513 

408 

719 

1,694 

1958  ... 

44 

598 

340 

808 

1,790 

1959  ... 

74 

525 

326 

896 

1,821 

1960  ... 

54 

528 

298 

991 

1,871 

1961  ... 

51 

436 

293 

950 

1,730 

1962  ... 

12 

89 

348 

1,088 

1,537 

1963  ... 

8 

47 

338 

1,130 

1,523 

1964  ... 

9 

48 

318 

1,174 

1,549 

1965  ... 

3 

19 

318 

1,019 

1,359 

1966  ... 

4 

23 

261 

968 

1,256 

2.  Midwives 

The  number  who  notified  their  intention  to  practise  was  117.  Of  these,  76  were  employed 
by  the  County  Council  (including  relief  midwives),  40  by  Hospital  Management  Committees,  and 
there  was  one  independent  midwife. 

3.  Training  of  pupil  midwives 

Twenty  pupils  came  from  St.  Mary’s,  Kettering  for  Part  II  district  training  during  the  year, 
and  one  Australian  midwife  for  one  month’s  domiciliary  experience  before  admission  to  the 
English  roll.  Eleven  pupils  came  from  Horton  Hospital  Banbury  and,  of  these,  three  have 
already  joined  the  staff  and  another  will  do  so  in  1967.  Lectures  in  the  social  services  are  given 
by  the  Deputy  Medical  Officer  of  Health  and  tutorials  by  Miss  M.  J.  Twemlow,  Assistant  Super¬ 
intendent  Nursing  Officer. 

4.  Postgraduate  courses 

Six  members  of  staff  attended  statutory  refresher  courses  during  the  year  and,  in  addition, 
midwives  went  to  St.  Mary’s  Hospital,  Kettering,  and  to  the  Barratt  Maternity  Home,  Northamp¬ 
ton  for  courses  of  practical  instruction.  This  was  appreciated  by  the  midwives  and  facilitated 
co-operation  between  the  domiciliary  and  hospital  staffs.  One  sister  came  from  St.  Mary’s 
Hospital,  Kettering  for  a  week  in  the  domiciliary  field,  and  was  surprised  at  the  range  of  activities, 
which  included  visits  to  a  mothers’  club,  a  family  planning  clinic,  the  county  ambulance  control, 
the  adoption  officer  in  the  Children’s  Department,  and  an  infant  welfare  centre,  as  well  as 
nursing  and  social  assessment  visits. 
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It  is  interesting  to  note  that  the  first  experimental  statutory  refresher  course  to  be  run  on 
similar  lines  by  the  Oxford  Regional  Hospital  Board  is  to  take  place  in  1967,  when  some  of  the 
students  will  visit  Northamptonshire. 

5.  Hospital  deliveries  by  domiciliary  midwives 

Following  the  successful  experiment  at  Brackley  Cottage  Hospital  whereby  a  midwife  in 
that  area  has  been  permitted  to  deliver  patients  there,  discussions  were  held  with  the  senior 
consultant  obstetrician  and  with  the  matron  of  the  Barratt  Maternity  Home,  Northampton  as 
well  as  with  the  superintendent  midwife  of  Horton  Maternity  Unit,  Banbury,  with  the  following 
results. 

Barratt  Maternity  Home 

It  was  agreed  that  county  midwives  from  an  area  reasonably  close  to  Northampton  should 
be  allowed  to  deliver  certain  of  their  patients  in  the  obstetric  unit  and  it  was  felt  that  the  best 
group  to  commence  with  would  be  those  having  their  fifth  or  subsequent  babies,  a  group  of 
patients  who  could  not  ideally  be  confined  at  home  and  who,  it  was  thought,  would  be  more 
likely  to  accept  hospital  confinement  if  the  midwife  they  knew  could  accompany  them.  The 
second  group  selected  for  hospital  delivery  by  domiciliary  midwives  comprised  those  suffering 
from  delay  in  the  second  stage  of  labour,  for  it  becomes  frustrating  for  a  midwife  to  lose  her 
patient  to  hospital  staff  at  the  end  of  labour,  and  it  is  better  for  the  patient  to  have  someone 
she  knows  to  look  after  her  in  the  maternity  home.  This  arrangement,  so  far,  is  working  well, 
and  may  well  be  extended  to  cover  other  categories  of  patients  in  due  course. 

Horton  Maternity  Unit 

This  is  also  a  consultant  unit,  and  it  had  the  advantage  of  having  a  scheme  already  in  being 
with  Oxfordshire  midwives,  which  was  working  efficiently.  Here,  a  certain  number  of  beds  are 
allocated  each  month  to  general  practitioners,  who  then  contact  the  midwives  and,  together, 
agree  to  book  certain  patients  for  delivery  in  the  unit,  with  discharge  from  it  at  48  hours  if  this  is 
socially  possible. 

The  midwives  conform  to  hospital  routine  while  they  are  there,  using  hospital  packs  and 
drugs,  but  they  are,  however,  responsible  for  their  patients  as  they  would  be  at  home,  and 
undertake  their  full  care  until  they  are  discharged. 

6.  Attachment  of  midwives  to  general  practices 

This  has  followed  the  pattern  of  attachment  for  general  nurses  and  commenced  in  Corby, 
later  spreading  to  Kettering,  Rushden,  Raunds  and  Higham  Ferrers,  with  the  prospect  of 
covering  further  areas  in  1967.  The  case  loads  worked  out  quite  well,  and  midwives  with 
slightly  lower  lists  have  been  able  to  relieve  others  for  holiday  and  off-duty  periods.  The 
concept  of  team-work  has  improved,  since  the  patient  has  the  same  doctor  and  midwife  whom 
she  may  now  meet  at  the  doctor’s  ante-natal  clinic. 

7.  Radio  midwife 

This  scheme,  which  commenced  on  1st  June,  1965,  was  assessed  after  a  year  and,  although 
the  number  of  calls  had  not  been  large — twenty  four  emergency  calls  were  received  and  trans¬ 
mitted  by  ambulance  control — the  benefits  to  both  patient  and  midwife  were  substantial. 
Expectant  mothers  have  been  reassured  by  the  fact  that  they  can  always  get  in  touch  with  the 
midwife,  whereas  formerly  it  was  sometimes  difficult  to  contact  her  on  her  rounds.  From  the 
point  of  view  of  the  midwife  herself,  there  has  likewise  been  a  feeling  of  security,  and  in  the  event 
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of  an  emergency  she  can  get  in  touch,  through  ambulance  control,  with  the  Barratt  Maternity 
Home.  The  radio  has  also  enabled  a  pupil  midwife  to  be  left  in  charge  of  a  case  in  the  early 
stages  while  the  midwife  herself  went  on  to  another.  The  radio  telephone  could,  of  course,  also 
be  used  to  summon  the  midwife  to  any  civil  disaster  where  nursing  services  are  required. 

In  addition  the  radio  telephone  will  be  useful  in  connection  with  the  scheme  which  has  just 
been  described  involving  the  Barratt  Maternity  Home,  enabling  midwives  to  inform  the  hospital 
direct  when  they  are  bringing  patients  in  for  delivery.  It  has  therefore  been  decided  to  extend 
the  scheme  to  two  further  midwives’  areas. 

8.  Visits  of  observation 

Domiciliary  midwives  again  played  their  part  in  receiving  some  of  the  many  visitors  to  the 
county,  one  medical  student  being  lucky  enough  to  be  present  at  a  confinement. 

9.  Study  of  home  and  hospital  confinements 

Reference  was  made  in  the  1965  report,  to  this  study  which  was  carried  out  in  conjunction  with 
obstetric  and  statistical  staffs  of  the  Oxford  Regional  Hospital  Board,  and  the  hope  was  expressed 
that  the  results  of  this  enquiry  would  be  published  in  1966.  An  analysis  of  the  work  was  indeed 
completed  during  the  year,  and  was  accepted  for  publication  in  the  British  Medical  Journal  but, 
owing  to  the  waiting  list  for  papers  which  are  to  be  printed  there,  it  will,  unfortunately,  not 
be  possible  to  comment  on  the  survey  until  1967.  It  might,  however,  be  worth  saying  in 
the  meantime  that  the  results  fully  support  the  policy  being  adopted  in  Northamptonshire 
whereby  the  hospital  and  domiciliary  components  of  the  midwifery  service  are  being  shaped 
into  a  functional  unity,  the  object  of  which  is  to  give  the  best  possible  service  to  mothers  and 
babies. 
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HOME  NURSING 

(Section  25 — National  Health  Service  Act,  1946) 


1.  Staff 

No  changes  in  administrative  staff  occurred  during  the  year.  Miss  L.  J.  Bogle,  Deputy 
Superintendent  Nursing  Officer,  was  successful  in  passing  the  examination  at  the  conclusion 
of  the  certificate  course  in  social  science.  Miss  M.  J.  Twemlow,  Assistant  Superintendent 
Nursing  Officer,  passed  Part  1  of  the  Midwife  Teachers’  Diploma.  Another  Assistant,  Miss  F.  I. 
Taylor  was  accepted  for  the  Course  in  Community  Health  and  Administration  at  the  William 
Rathbone  Staff  College. 

All  administrative  staff  continued  to  give  talks,  to  a  wide  range  of  professional  and  lay 
audiences. 

The  number  of  full-time  staff  employed  at  December  31st  was  : 


Full-time  district  nurses  ...  ...  ...  ...  36 

Part-time  district  nurses  ...  ...  ...  ...  14 

Full-time  district  nurse/midwives  ...  ...  ...  54 

Part-time  district  nurse/midwives  ...  ...  ...  10 

Full-time  health  visit  or/district  nurse/midwives  ...  7 


Total  ...  121 


The  number  of  staff  increased  by  nine  compared  with  1965,  and  this  reflected  the  growing 
amount  of  work  being  carried  out  as  a  result  both  of  population  expansion  and  of  more  effective 
deployment  of  personnel.  This  last  process  was  greatly  aided  by  the  attachment  of  nursing 
staff  to  general  practices,  a  subject  to  which  reference  will  be  made  later  in  this  chapter. 

2.  Cases 

The  numbers  of  patients  attended  were  as  follows,  the  figures  for  the  previous  nine  years 
being  given  for  purposes  of  comparison  : 

DISTRICT  NURSING  STATISTICS  1957-1966 


Patients 


Year 

Total 

cases 

At  time  of  first  visit 
Aged  65  Under 
or  over  5 

Total 

visits 

1957 

11,731 

4,504 

796 

169,250 

1958 

11,719 

4,213 

706 

165,155 

1959 

9,597 

3,712 

659 

155,206 

1960 

7,427 

3,420 

583 

138,875 

1961 

7,537 

3,452 

500 

143,552 

1962 

7,041 

3,581 

384 

142,750 

1963 

6,940 

3,638 

403 

139,589 

1964 

6,547 

3,168 

390 

141,952 

1965 

6,422 

3,512 

330 

138,748 

1966 

7,089 

3,864 

458 

143,955 
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3.  Attachment  of  district  nurses  to  general  practices 

This  year  shows  a  welcome  increase  in  the  provision  of  nursing  services  and  reflects  the 
changing  pattern  of  domiciliary  nursing  which  stems  from  attachment  to  general  practices. 
Prior  to  attachment,  it  seems  clear  that  communications  between  general  practitioners  and 
district  nurses  were  not  as  satisfactory  as  they  might  have  been,  and  this  is  perhaps  not  difficult 
to  understand,  in  view  of  the  fact  that  some  practitioners  had  to  try  to  maintain  communications 
with  a  dozen  or  more  district  nurses,  whereas,  under  the  new  arrangements,  they  are  in  close  daily 
contact  with  the  nurse  or  nurses  who  are  attached  to  their  practices.  The  rising  trend  in 
domiciliary  nursing  visits  to  patients  clearly  indicates  that  a  better  standard  of  service  is  being 
provided  to  those  members  of  the  public  who  are  in  need  of  it. 

The  first  group  of  district  nurses  to  be  attached  to  general  practices  commenced  their  new 
work  in  Corby  in  January,  nine  nurses  being  associated  with  six  groups  of  doctors. 

The  results  were  encouraging,  the  new  doctor-nurse  relationship  making  for  greater  under¬ 
standing  of  the  patients’  problems,  which  could  be  discussed  in  the  freedom  of  the  surgery,  away 
from  the  bedside,  and  not  through  the  impersonal  channel  of  telephone  or  letters.  The  case  load 
of  the  nurse  was  known  to  the  doctor  and  he  was  not  afraid  to  ask  for  help,  because  of  the  usually 
mistaken  belief  that  other  doctors  were  already  making  great  demands  on  the  nurse  in  question. 
Attachment  offered  more  interesting  fields  of  work  and  more  use  was  made  of  the  district  nurses’ 
abilities,  whilst  nurses  felt  that  they  benefited  by  obtaining  much  more  knowledge  about  the 
doctors’  opinions  on  patients  and  on  their  treatment. 

The  initial  Corby  scheme  spread  throughout  the  year  to  other  areas,  including  Kettering, 
Rothwell,  Desborough,  Rushden,  Raunds  and  Higham  Ferrers,  with  similar  results. 

In  the  most  rural  parts  of  the  county  this  scheme  is  not  so  simple,  as  large  areas  are  covered 
and  many  doctors  are  involved  ;  one  nurse  in  a  rural  area  having,  for  example,  sixteen  doctors’ 
patients  coming  into  her  territory.  It  may  well  be  that,  in  these  areas,  the  traditional  method 
of  deployment  must  prevail  for  the  time  being,  or  possibly  some  form  of  nursing  team  will  be  a 
better  idea.  A  district  nurse  has  always  to  get  through  to  her  patients  whatever  the  weather, 
and  attachment  in  rural  areas  could  bring  vast  stretches  of  territory  to  cover. 

4.  District  training  school 

The  fulfilment  of  a  long  felt  need  was  taken  a  step  further  during  the  year  when,  on  the 
suggestion  of  the  Chief  Nursing  Officer  of  the  Oxford  Regional  Hospital  Board,  and  after  friendly 
negotiations,  an  agreement  was  reached  with  Kettering  General  Hospital  for  the  use  of  their 
modem  training  school  premises  ;  lecture  room,  library  and  practical  room,  for  two  months  in  the 
year,  to  facilitate  the  training  of  district  nurses.  Accordingly  a  syllabus  of  lectures  is  being 
drawn  up  for  submission  to  the  Queen’s  Institute  of  District  Nursing  (which  is  authorised  by  the 
Ministry  of  Health  to  approve  such  schemes)  with  a  view  to  starting  a  district  nurse  training 
school,  using  a  three  week  block  system  of  lectures  ;  practical  experience  being  gained  on  the 
district.  Members  of  the  existing  county  nursing  staff  will  be  the  first  students  to  enter,  although 
entrants  from  other  counties  will  be  considered  in  due  course. 

It  is  felt  that  this  will  be  a  major  step  in  furthering  the  existing  good  relations  between 
hospital  and  domiciliary  staffs  and  that  eventually  an  integrated  course  may  develop.  It  will 
have  the  additional  value  of  allowing  county  nursing  staff  to  receive  adequate  training  without 
having  to  leave  their  own  homes,  a  problem  already  being  experienced  with  the  steady  increase  in 
numbers  of  married  nurses. 

5.  Equipment 

There  was  an  ever  rising  demand  for  disposable  equipment  during  the  year,  incontinence 
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pants  and  absorbent  linings  being  added  to  the  list,  and  a  small  supply  of  sheepskin  type  pads 
obtained  for  paraplegic  patients  prone  to  bedsores. 

6.  Non-nursing  visits 

Of  the  5,286  visits  under  this  heading,  5,043  were  to  aged  persons  and  the  remainder  were 
in  connection  with  home  helps.  This  latter  figure  has  decreased  substantially  compared  with 
the  previous  year,  due  to  the  fact  that  the  supervision  of  the  home  help  service  was  finally  taken 
over  by  the  County  Home  Help  Organiser  and  her  assistants  in  January. 

7.  In-service  training 

Nurses  again  attended  courses  arranged  by  the  health  education  section,  to  which  reference 
is  made  in  the  appropriate  part  of  this  report,  while  some  40  members  of  the  staff  joined  their 
Northampton  General  Hospital  colleagues  in  the  autumn  post-graduate  course. 

8.  Instruction  in  modern  geriatrics 

This  was  initiated  during  the  year  at  the  request  of  Dr.  B.  K.  Samtani,  the  joint  hospital  and 
local  authority  consultant  geriatrician,  who  felt  it  would  be  an  advantage  to  domiciliary  staff  to 
gain  experience  in  modem  hospital  methods  of  treatment  and  rehabilitation,  and  to  apply  them 
to  their  own  patients  on  the  district.  The  journey  of  a  patient  to  a  geriatric  hospital  is  no  longer 
a  one-way  ticket  and,  as  Dr.  Samtani  pointed  out,  the  earlier  he  is  admitted,  the  earlier  treatment 
can  be  begun  and  the  patient  then  has  a  much  better  chance  of  returning  to  the  community  to  live 
as  full  a  life  as  possible. 

So  far,  the  scheme  has  proved  to  be  a  useful  one,  as  well  as  representing  another  step  in  the 
integration  of  hospital  and  domiciliary  staffs. 

9.  Use  of  voluntary  help  in  the  nursing  service 

When  staff  discussions  were  taking  place  on  general  practitioner  attachment,  several 
members  considered  that  certain  nursing  duties,  such  as  blanket  baths,  could  be  undertaken  by 
ancillary  help.  Accordingly  an  approach  was  made  to  the  Kettering  branch  of  the  British  Red 
Cross  Society  who  willingly  agreed  to  supply  personnel  to  carry  out  these  duties.  This  has 
proved  a  great  help  to  the  district  nurses  who  nevertheless  continue  to  carry  out  visits  of  a 
supervisory  nature  to  these  patients. 

10.  Visitors 

Midwives  and  home  nurses  again  played  their  part  in  taking  visitors  on  their  rounds  with 
them.  These  included  midwifery  students,  student  nurses  and  others. 

11.  Transport 

(i)  Cars 

The  number  of  cars  in  use  at  31st  December  was  : 


(a)  provided  by  the  County  Council  .  81 

(b)  privately  owned  .  120 


The  81  cars  provided  by  the  County  Council  were  distributed  as  follows  : 
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54  district  nurse/midwives 
15  health  visitors 

2  assistant  home  help  organisers 

3  occupational  therapists 

2  welfare  assistants 
1  medical  officer 

1  audiometric  nurse 

3  reserve 

(ii)  Van 

In  addition  to  the  cars  mentioned  above,  the  7  cwt.  van  continues  to  prove  itself 
indispensable.  It  is  used  for  the  conveyance  of  nursing  equipment,  small  items  of 
furniture  and  welfare  foods,  and  also  used  in  connection  with  the  Henley  Industrial 
Unit,  Kettering.  In  the  two  years  since  its  purchase  it  has  covered  45,000  miles. 

(iii)  Towing  Vehicle 

The  landrover,  which  is  used  mainly  for  towing  the  mobile  health  clinic,  continues 
to  provide  good  service. 

12.  Houses 

At  31st  December,  twenty  one  houses  (one  containing  five  flatlets)  and  three  cottages  were 
owned  by  the  County  Council.  Eleven  houses  were  rented  by  the  County  Council  from  district 
councils  and  one  from  another  source. 

During  the  year,  one  house  was  purchased  in  Falcutt  Way,  Northampton  and  two  houses, 
one  at  Long  Buckby  and  one  at  Rushden,  were  in  the  course  of  erection. 
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HEALTH  VISITING 


(Section  24 — National  Health  Service  Act,  1946) 


1.  Staff 

The  Superintendent  Health  Visitor,  Miss  S.  H.  Buchanan,  retired  on  31st  May  after  32  years 
of  distinguished  service  with  the  County  Council.  The  Assistant  Superintendent  Health  Visitor, 
Miss  M.  M.  Wright,  was  promoted  to  succeed  her  and  took  up  her  duties  on  1st  June  when 
Mrs.  E.  Dixon,  previously  group  adviser  in  the  Kettering  area,  was  appointed  to  the  post  of 
Assistant  Superintendent  Health  Visitor. 

The  establishment  of  health  visitors  was  increased  during  1966  to  55,  including  the  Super¬ 
intendent  Health  Visitor  and  her  Assistant.  During  the  year  four  health  visitors  retired  and  two 
left  for  domestic  reasons.  Six  health  visitors  were  recruited  and  one  sponsored  student  obtained 
her  certificate  so  that,  on  31st  December,  there  was  the  equivalent  of  48  on  the  staff,  including 
four  part-time  health  visitors.  In  addition  part-time  school  nurses  were  appointed  in  Corby  and 
Wellingborough . 


A  letter  from  the  Ministry  of  Health  pointed  out  that  the  ratio  of  health  visitors  to  population 
envisaged  in  the  plan  for  the  development  of  the  county’s  health  service  was  substantially  below 
the  corresponding  figures  for  the  county  as  a  whole  and  that  provision  had  been  made  only  for  a 
very  small  increase  over  the  next  ten  years. 


The  following  are  the  relevant  figures  from  the  Government  publication  on  the  development 
of  health  and  welfare  services. 


Numbers  per  1,000  population 
31.12.65  31.12.70  31.12.75 

Northamptonshire  ...  ...  ...  0.10  0.11  0.12 

England  and  Wales  ...  ...  ...  0.12  0.16  0.17 


The  original  ten-year  plan  envisaged  a  progressive  increase  in  the  establishment  from  a  ratio 
of  one  health  visitor  to  7,150  population  until  a  ratio  of  one  health  visitor  to  5,000  population  had 
been  achieved.  Unfortunately,  since  the  introduction  of  ten  year  planning  in  1962,  the  County 
Council  has  reduced  the  suggested  increases  in  the  establishment  in  all  but  the  first  year,  on 
account  of  the  national  economic  situation,  and  this  process  cannot  continue  indefinitely  without 
detriment  to  the  standard  of  service  being  provided  to  the  public. 


2.  Visits 


Details  of  visits  : 

1966 

1965 

Children  born  in  1966  ... 

...  37,818 

39,465 

Children  born  in  1961-65 

...  45,991 

50,120 

Tuberculosis 

270 

428 

Mentally  subnormal 

217 

190 

Persons  aged  65  years  and  over 

2,311 

1,111 

Persons  discharged  from  general  hospitals 

136 

97 

Other 

...  12,592 

11,777 

Total  ... 

...  99,335 

103,188 
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Attendances  at  : 

Child  welfare  centres 
Mobile  welfare  clinic  ... 
Chest  clinics 
Immunisation  clinics 
Vision  clinics 
Family  planning  clinics 
Enuresis  clinics 
Venereal  disease  clinics 
Diabetic  clinics 
Geriatric  clinics 
General  practitioner  clinics 
Dental  clinics 


Total 


1966 

1965 

1,982 

2,057 

414 

421 

345 

357 

60 

66 

21 

57 

38 

40 

32 

28 

55 

74 

57 

45 

7 

— 

777 

426 

— 

1 

3,788 

3,572 

The  main  changes  have  been  due  to  the  expansion  of  schemes  of  attachment  to  general 
practices,  and  reference  to  this  subject  will  be  found  on  page  48. 


3.  Training 

Ten  health  visitors  attended  post-certificate  courses  arranged  by  the  Health  Visitors’ 
Association,  two  taking  the  course  in  modern  methods  of  health  education.  The  Superintendent 
Health  Visitor  attended  a  three  day  course  to  discuss  the  training  of  fieldwork  instructors. 

Four  health  visitors  attended  a  two  week  course  on  audiology  at  Manchester  University. 
This  training  is  proving  valuable  for  testing  the  hearing  of  both  children  from  nine  months  to 
five  years  of  age  and  also  of  certain  school  children.  One  member  of  staff  has  taken  the  group 
advisers’  course  with  a  view  to  being  appointed  group  adviser  for  the  Corby  area  in  January  1967. 

Five  health  visitors  have  been  trained  as  fieldwork  instructors  in  order  to  comply  with  the 
new  training  syllabus,  but  it  has  not  so  far  been  possible  to  use  their  skills  to  full  advantage,  as 
health  visitor  students  have  only  been  sent  to  Northamptonshire  for  short  periods  of  field  work 
and  not  for  the  whole  of  their  practical  training. 

One  sponsored  student  obtained  her  health  visiting  certificate,  and  three  students  commenced 
training  in  September,  including  a  male  student,  who  is  the  first  man  to  be  sponsored  by  this 
authority.  Since  a  man  cannot,  as  yet,  be  brought  within  the  legal  definition  of  a  health  visitor 
the  term  “  male  health  visiting  officer  ”  had  been  evolved  to  cover  such  appointments.  Once 
he  is  trained,  his  duties  will  be  arranged  on  an  experimental  basis  at  first  but  will  include  health 
education,  particularly  in  schools  ;  the  visiting  of  certain  families  where  it  is  felt  advice  from  a 
man  would  be  beneficial ;  and  visits  to  elderly  and  handicapped  men. 

As  in  other  female  professions,  recruitment  of  health  visitor  students  is  becoming  increasingly 
difficult  owing  to  the  shortage  of  single  women,  and  the  future  must  increasingly  lie  in  training 
married  nurses  with  school  age  children.  Some  of  these  nurses  have  not  obtained  their  Part  1 
midwifery  certificate  but  under  the  new  syllabus  a  three  months  course  in  obstetric  training  is 
acceptable,  and  this  should  be  easier  for  them  to  undertake.  A  particular  difficulty  in  Northamp¬ 
tonshire  is  that,  without  a  training  school  in  the  county  which  could  provide  training  for  non¬ 
resident  students,  few  married  women  are  able  to  undertake  travelling  daily  to  the  nearest 
available  centres. 
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4.  New  training  syllabus 

The  new  training  syllabus  for  health  visitors  was  introduced  in  October,  1966. 

The  earliest  organised  system  of  health  visiting  was  established  in  1862  and,  until  1948,  was 
mainly  concerned  with  the  physical  health  of  mothers  and  babies.  The  implementation  of  the 
National  Health  Service  Act  brought  changes,  and  the  work  of  the  health  visitor  has  been 
extended,  enabling  her  to  make  a  contribution  towards  the  total  health  of  the  entire  family. 
Further  changes  in  health  visiting  are  currently  taking  place  but  the  broad  approach  of  the  new 
syllabus  will  allow  for  adaptation  to  be  made. 

The  training  is  divided  into  five  sections  : 

(1)  Development  of  the  individual 

(2)  The  individual  in  the  group 

(3)  Development  of  social  policy 

(4)  Social  aspects  of  health  and  disease 

(5)  Principles  and  practice  of  health  visiting 

The  student  remains  the  responsibility  of  the  training  school  for  a  calendar  year  instead  of, 
as  previously,  an  academic  year,  but  the  last  three  months  of  a  health  visitor’s  training  is  spent 
practising  her  professional  work,  although  with  a  small  case  load  and  supervised  by  a  super¬ 
intendent  health  visitor  or  group  adviser. 

The  student  may  take  this  period  of  practical  work  in  the  area  of  her  sponsoring  authority, 
provided  there  are  sufficient  supervisory  staff,  or  the  training  school  staff  may  arrange  for  the 
work  to  be  carried  out  with  another  authority.  The  final  part  of  the  examination  is  taken  at  the 
end  of  the  practical  work  period. 

5.  Attachment  to  general  practice 

On  1st  January  health  visitors  in  the  Kettering  and  Rothwell  area  commenced  attachment 
to  general  practices,  and  this  was  followed  in  the  Daventry  area  in  June.  From  1st  December 
such  attachments  were  completed  in  the  north  eastern  part  of  the  county,  including  the  Welling¬ 
borough,  Rushden,  Oundle  and  Thrapston  areas. 

This  left  Towcester  and  Brackley  areas  without  attachments,  but  these  are  under  discussion 
with  a  view  to  implementation  in  1967.  The  remaining  areas  are  those  immediately  around 
Northampton  County  Borough  which,  owing  to  the  fact  that  many  Northampton  doctors  are 
concerned  with  families  living  in  these  villages,  present  particular  administrative  problems. 

The  future  of  health  visiting  lies  in  such  attachment  schemes  and,  in  almost  all  areas,  they 
are  working  extremely  well  to  the  satisfaction  of  the  general  practitioners  and  health  visitors, 
with  the  families  most  in  need  benefiting  from  this  team  service  on  account  of  the  more  selective 
approach  which  it  encourages.  Only  a  very  few  health  visitors  have  found  it  difficult  to  adjust 
to  the  change  but,  with  time  and  the  continuation  of  personal  contact  with  the  general  practi¬ 
tioners,  this  will  resolve  itself.  The  point  of  view  of  the  family  doctor  is  exemplified  by  a 
phrase  in  a  recent  paper  prepared  by  one  practising  in  the  county  which  said  that  “  .  .  .  there 
has  developed  a  team  spirit,  enthusiasm  and  mutual  respect  which  has  opened  a  new  dimension 
in  general  practice 

The  health  visitors  meet  the  general  practitioners  regularly  and  attend  child  welfare  clinics 
held  in  the  surgeries,  while  one  general  practitioner  holds  a  geriatric  clinic  in  County  Council 
premises.  The  change  in  emphasis  in  health  visiting  work  which  comes  with  attachment  is 
shown  in  the  tables  on  pages  46  and  47  which  show  a  welcome  rise  in  the  amount  of  attention 
being  given  to  elderly  people  and  also  in  attendance  at  general  practitioners’  clinics. 
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6.  Specialised  health  visiting 

The  specialised  health  visiting  carried  out  in  the  after-care  and  teaching  of  patients  suffering 
from  diabetes  mellitus  has  been  continued  in  conjunction  with  the  diabetic  clinic  at  Northampton 
General  Hospital,  and  after-care  services  are  also  provided  for  venereal  disease  patients  attending 
special  clinics  at  Northampton  and  Kettering. 

7.  Clerical  assistance 

Clerical  assistance  is  now  available  to  health  visitors  in  the  Corby,  Wellingborough,  Kettering 
and  Northampton  areas.  This  has  helped  considerably  with  the  dictating  and  writing  of  letters 
and  reports,  thus  saving  the  health  visitor’s  time  and  enabling  her  to  use  it  for  work  which  only 
she,  with  her  professional  qualifications,  can  undertake. 

8.  Health  visiting — attitudes  and  opinions 

The  results  of  a  survey  carried  out  in  May  are  given  in  the  following  report  which  was 
submitted  to  the  Maternity,  Nursing  and  Care  Sub-Committee  in  December.  The  survey  was  on 
similar  lines  to  a  special  enquiry  which  was  made  for  the  City  of  Edinburgh  Health  Department* 
as  a  follow-up  of  a  previous  investigation  of  health  visitors'  work-pattern  which  was  published 
in  the  1963  Annual  Report  of  the  Medical  Officer  of  Health  for  Edinburgh. 

"  (a)  Introduction 

In  planning  the  future  of  the  health  visiting  service  in  Northamptonshire  it  was  felt 
that  it  would  be  helpful  to  have  the  views  of  existing  members  of  staff.  For  this  reason,  a 
questionnaire  was  prepared  and  sent  out  to  all  the  health  visitors  in  May,  1966.  The 
subjects  covered  by  the  survey  included  uniform,  grouping  of  health  visitors  in  offices, 
specialisation,  school  nursing,  child  welfare  centres,  welfare  foods,  health  education,  general 
practitioner  attachment  and  the  future  of  health  visiting.  The  number  of  health  visitors 
participating  was  49  and  their  ages  are  tabulated  below  : 


29  years  or  less  ...  ...  ...  ...  4% 

30-34  years  ...  ...  ...  ...  10% 

35-39  years  ...  ...  ...  ...  12% 

40-44  years  ...  ...  ...  ...  20% 

45-49  years  ...  ...  ...  ...  25% 

Over  50  years  ...  ...  ...  ...  29% 

Age  when  taking  up  health  visiting  : 

29  years  or  less  ...  ...  ...  ...  33% 

30-34  years  ...  ...  ...  ...  37% 

35-39  years  ...  ...  ...  ...  18% 

40-44  years  ...  ...  ...  ...  8% 

45-49  years  ...  ...  ...  ...  4% 

Over  50  years  ...  ...  ...  ...  — 


The  areas  covered  by  the  health  visitors  concerned  were  divided  almost  equally  between 
urban,  rural  and  a  combination  of  these  two. 

(b)  Uniform 

Some  25%  considered  that  uniform  was  desirable  for  all  their  work  and  41%  believed 
it  to  be  appropriate  for  certain  aspects  of  their  duties.  The  current  uniform  allowance 
was  generally  considered  to  be  satisfactory. 

*  Walker,  R.  G.  (1966).  Health  visitors’  views  on  the  current  and  future  needs  of  the  public  health  service. 
Med.  Offr.  115  :  13. 
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(c)  Grouping  of  Health  Visitors  in  Offices 

80%  thought  that  they  worked  better  when  grouped  together,  as  they  appreciated  the 
support  and  advice  of  their  colleagues,  but  questions  on  leadership  within  the  group  produced 
more  divided  opinions.  Those  approving  group  working  were  asked  : 


(i)  Do  you  consider  leadership  in  the  group  an  asset  ... 

Yes 

43% 

No 

32% 

Don't  know 
25% 

(ii)  Do  you  consider  the  group  adviser  to  be  the  answer  to  leader¬ 
ship  ? 

37% 

33% 

30% 

(iii)  Can  all  necessary  leadership  be  given  by  the  Superintendent 
Health  Visitor  and  her  deputy  ?... 

51% 

41% 

8% 

(iv)  Does  the  appointment  of  Group  Advisers  and  Fieldwork  In¬ 
structors  increase  diversification  and  possibilities  of  promotion? 

53% 

27% 

20% 

General  comments  on  group  leaders  and  advisers  were  mixed.  Opposition  ranged  from 
consideration  that  such  posts  were  unnecessary  other  than  with  large  groups  ;  that  area 
supervisors  would  be  preferable  ;  to  the  opinion  that  natural  leaders  would  show  up  within 
the  groups  according  to  the  subject  under  discussion.  Selection  of  such  persons  also  caused 
dissent,  and  suggestions  were  made  that  the  posts  should  be  filled  by  the  vote  of  the  group. 
Those  in  favour  of  group  advisers  and  leaders,  however,  recognised  the  variation  in  individual 
ability  and  the  need  for  local  leadership  and  group  control  when  determining  policies  and 
organising  meetings. 


(d)  Specialisation 


Specialisation  was  accepted  by  76%  as  being  a  good  thing.  The  categories  of  work 
calling  for  specialised  knowledge  being  : 


In  favour 

Venereal  disease  aftercare  ...  ...  ...  63% 

Health  education  ...  ...  ...  ...  53% 

Diabetic  aftercare  ...  ...  ...  ...  51% 

Old  people  ...  ...  ...  ...  ...  22% 

Tuberculoses  aftercases  ...  ...  ...  10% 

Problem  families  ...  ...  ...  ...  10% 


Additional  suggestions  were  put  forward  for  specialisation  in  audiology,  work  with  immi¬ 
grants,  and  work  with  families  where  emotional  and  psychological  problems  are  present. 

Within  this  heading  the  appointment  of  male  health  Visitors  was  considered.  67%  felt 
that  such  appointments  were  of  value,  and  the  number  of  “  don’t  knows  ”  (18%)  out¬ 
weighed  those  against  such  appointments  (15%).  The  duties  of  male  staff  were  visualised 
predominantly  as  health  education  of  adolescent  boys  and  adult  men,  dealing  with  male 
members  of  problem  families,  and  helping  elderly  and.  handicapped  males.  Additional 
suggestions  put  forward  were  attendances  at  fathers'  clubs,  care  of  male  tuberculosis  and 
venereal  disease  patients,  as  well  as  some  or  all  of  the  normal  health  visitor’s  duties. 


(e)  School  Nursing 


Many  felt  that  some  school  nursing  work  could  be  done  by  staff  with  S.R.N.  qualifica¬ 
tions  only.  The  duties  suggested  were  as  detailed  below  : 


In  favour 

Clinics,  such  as  immunisation  and  vision  ...  ...  88% 

Routine  vision  testing  ...  ....  ...  86% 

Hygiene  inspections  ...  ...  ...  ...  82% 

Assistance  at  school  medical  inspections  ...  ...  53% 

Home  visits  regarding  uncleanliness  ...  ...  39% 


Additional  suggestions  included  assistance  at  B.C.G.  sessions,  occasional  lectures  on 
some  aspects  of  health,  enuresis  machine  follow-up  and  head  cleansing. 
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(f)  Child  Welfare  Centres 

The  opinions  on  current  organisation  of  child  welfare  centres  were  almost  equally 
divided,  with  a  bias  against  the  existing  organisation.  The  relevant  figures  were  47% 
satisfied  and  53%  dissatisfied. 

The  duties  of  the  health  visitor  in  the  child  welfare  centre  should  lie,  by  almost  unani¬ 
mous  agreement,  in  centre  organisation,  private  consultation,  preliminary  screening  of 
infants  to  determine  whether  they  should  be  seen  by  the  doctor,  and  group  health  education. 

55%  felt  that  too  much  emphasis  is  placed  on  the  weighing  of  babies,  whilst  45%  felt 
that  the  emphasis  is  about  right.  The  majority  felt  that  weighing  should  best  be  done  by  a 
voluntary  worker.  In  any  case  routine  weighing  should  be  discontinued  after  the  age  of 
twelve  months. 

Opinion  on  the  distribution  of  statutory  welfare  foods  was  also  divided.  To  the 
question  “  do  you  consider  there  is  still  such  a  need  ”  49%  said  "  yes  ”,  43%  said  “  no  ” 
and  8%  offered  no  opinion. 

On  non-statutory  proprietary  branded  foods  the  division  was  clearer,  61%  considered 
that  there  was  no  real  need  for  their  continued  sale. 

One  point,  however,  on  which  the  majority  were  emphatic  was  that  the  health  visitor 
should  in  no  way  be  involved  in  the  sale  of  welfare  foods  or  in  accounting  for  them.  Per¬ 
centages  in  support  of  this  were  86%  in  urban  areas  and  82%  in  rural  areas.  92%  would 
be  unhappy  to  allow  voluntary  workers  to  stock  any  items  of  food  without  consultation 
with  the  health  visiting  staff. 

(g)  Health  Education 

86%  saw  the  work  of  the  health  visitor  as  being  a  health  educator  and  social  adviser, 
and  those  expressing  willingness  to  do  health  education  work  with  specified  groups  were 


as  follows  : 

In  favour 

Antenatal  parentcraft  classes  ...  ...  ...  92% 

Discussion  groups  in  child  welfare  centres  ...  86% 

Talks  to  outside  bodies  ...  ...  ...  63% 

Classes  in  schools  ...  ...  ...  ...  57% 


29%  felt  that  health  teaching  at  welfare  centres  should  be  on  an  individual  basis  only, 
2%  on  group  basis,  but  69%  felt  it  should  be  a  combination  of  both. 

(h)  Attachment  to  General  Practice 

At  the  time  of  the  survey  33%  of  the  health  visiting  staff  were  attached  to  general 
practice  but  84%,  irrespective  of  actually  being  attached  or  not,  felt  that  it  was  the  pattern 
of  the  future.  69%  of  the  attached  health  visitors  were  in  favour  of  such  co-operation 
with  general  practitioners  and  felt  that  it  had  brought  them  more  satisfaction  as  well  as 
making  them  more  selective  in  their  work. 

31  health  visitors  offered  comments  on  attachment,  of  which  19  were  favourable,  and 
5  unfavourable,  while  7  had  reasonable  doubts. 

Those  in  favour  felt  that  it  offered  better  opportunities  for  co-operation  between 
hospitals,  general  practitioners  and  local  authorities,  with  the  health  visitor  acting  as 
liaison  officer  and  with  resultant  benefits  to  both  the  doctor  and  the  patient. 

Staff  already  attached  felt  that  their  work  had  become  far  more  effective,  in  spite  of 
an  increased  work  load,  and  commented  particularly  on  the  additional  work  which  they 
were  finding  among  the  elderly  and  emotionally  disturbed. 
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Doubts  were  expressed  about  starting  schemes  of  attachment  where  there  were  in¬ 
sufficient  teams  of  health  visiting  staff  to  carry  out  the  work,  especially  if  they  still  retained 
local  authority  duties  such  as  attendance  at  school  medical  inspections.  This  would  appear 
to  be  an  argument  for  the  appointment  of  state  registered  nurses  to  assist  in  such  duties. 
(See  5  above) 

(i)  Health  Visiting  in  the  Future 

In  view  of  the  shortage  of  trained  health  visitors,  the  question  was  asked  whether 
families  in  need  of  help  should  be  encouraged  to  seek  aid  instead  of  having  help  offered. 
Whilst  53%  felt  this  to  be  reasonable  33%  expressed  doubt  and  14%  disagreed.  A  second 
proposal  that  advice  centres  be  established  received  an  equally  mixed  answer  ;  51%  agreed, 
35%  were  doubtful  and  14%  disagreed.  A  large  majority,  82%  felt  that  delegation  of 
some  clinic  duties  to  nurses  was  necessary. 

General  comments  on  the  future  role  of  health  visitors  were  mixed.  Many  felt  that 
the  health  visitors’  future  lay  with  attachment  to  general  practice  and  hoped  that  it  would 
bring  greater  appreciation  of  their  skills.  The  need  for  advice  centres  and  family  clinics, 
particularly  for  the  aged,  was  thought  desirable,  particularly  if  they  offered  suitable  screening 
facilities  for  the  early  detection  of  such  diseases  as  cancer,  heart  disease  and  diabetes. 

Concern  was  felt  at  the  number  of  specialised  social  workers  now  employed  in  the 
different  departments  of  local  authorities  without  any  apparent  co-ordination  amongst 
them,  who  were  considered  to  be  ousting  the  health  visitor  from  her  role  as  general  social 
worker  and  family  visitor.  The  answer  to  this  problem  was  felt  to  be  the  establishment 
of  health  centres  where  all  such  persons  could  be  given  office  space,  thus  it  was  hoped, 
solving  the  problems  of  co-ordination  between  all  interested  parties.  Otherwise  the  fear 
was  expressed  that  the  health  visitor  might  become  a  ‘  Jack  of  all  trades  and  master  of 
none  ’,  used  by  other  social  workers  for  information  and  for  the  carrying  out  of  surveys. 
There  was,  none  the  less,  considerable  diversity  of  opinion  as  to  the  exact  role  to  be  played. 

(j)  Conclusions 

It  is  difficult  to  be  dogmatic  about  these  in  view  of  the  many  shades  of  opinion  which 
were  expressed,  but  the  following  were  the  general  trends  : 

(i)  Uniform  should  continue  to  be  worn  at  least  for  certain  aspects  of  work. 

(ii)  Grouping  in  offices  brings  the  advantages  of  support  and  advice  from  col¬ 
leagues,  although  the  appointment  of  specified  group  leaders  appears  to  be  less  fully 
accepted. 

(iii)  Specialisation  in  certain  fields  is  recognised  as  necessary. 

(iv)  School  nursing  could,  with  advantage,  be  delegated  to  state  registered  nurses. 

(v)  The  sale  of  welfare  foods  and  the  weighing  of  babies  at  child  welfare  clinics 
should  be  delegated  to  assistants  or  to  voluntary  workers,  as  appropriate. 

(vi)  The  future  of  health  visiting  should  lie  in  general  practice  attachment,  giving 
the  health  visitor  the  opportunity  to  act  as  co-ordinator  between  the  general  practi¬ 
tioner,  local  authority  and  the  hospital. 

(vii)  The  health  visitor  should  retain  the  role  of  family  visitor  and  counsellor 
and  she  should  also  act  as  a  health  educator.” 
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HEALTH  EDUCATION 


1.  Introduction 

Education  for  health  should  enter  into  all  aspects  of  life  and  concerns  all  of  humanity. 
People  are  always  learning,  often  subconsciously,  from  the  many  influences  to  which  they  are 
exposed — watching  television  ;  attending  public  functions  ;  on  the  ’bus ;  in  the  doctor’s 
surgery  ;  in  shops  ;  at  school ;  or  in  conversation  over  the  garden  wall.  Organised  health 
education  must  use  as  many  as  possible  of  these  channels  of  communication. 

The  following  report  describes  some  of  the  various  ways  in  which  the  health  education 
section  has  attempted  to  influence  public  opinion  on  many  aspects  of  health,  both  mental  and 
physical.  What  has  been  achieved  by  personal  conversation  by  all  members  of  the  health 
team  who  have  contact  with  individual  members  of  the  public  cannot  be  assessed.  Undoubtedly, 
the  influence  of  a  mother  on  her  family  cannot  be  over-rated,  nor  can  the  importance  of  home 
teaching.  Health  visitors  are  amongst  those  who  have  the  widest  influence  and  responsibility 
in  this  field  and,  therefore,  their  part  in  health  education  is  of  particular  importance. 

2.  Organisation 

(a)  Staff 

(i)  Health  Education  Organiser 

Miss  J.  A.  Forester  retired  for  health  reasons  in  August  and  it  was  not  possible  to  fill  her  post 
before  the  end  of  the  year. 

(ii)  Assistant  Health  Education  Organiser 

As  reported  last  year,  Mr.  H.  Bracken  was  accepted  for  the  London  University  course  leading 
to  the  Diploma  in  Health  Education,  and  he  took  charge  of  the  section  after  Miss  Forester  left 
until  he  went  to  London  in  October.  Fortunately,  it  was  possible  in  October,  to  appoint  a 
second  Assistant  Health  Education  Organiser,  Miss  J.  M.  Wingfield,  who  is  a  health  visitor 
and  who  has  also  had  experience  in  health  education  methods  in  Nigeria  and  Jordan,  where 
she  had  spent  the  previous  six  years.  Miss  J.  E.  Cockings,  Health  Visitor,  was  also  seconded 
to  the  section  on  a  part-time  basis. 

(b)  Liaison  with  other  departments 

The  work  of  the  health  education  section  has  continued  to  expand,  and  might  have  increased 
even  more  had  there  not,  unfortunately,  been  a  lack  of  continuity  in  its  senior  staff.  In  order 
to  maintain  an  efficient  service  of  health  education,  co-operation  must  be  maintained  with  all 
sections  of  the  Health  Department,  and  especially  with  medical  officers,  health  visitors,  midwives 
and  dental  staff.  All  can  turn  to  the  health  education  section  for  advice  and  assistance  in 
teaching  individuals  or  groups.  Group  teaching  takes  place  in  ante-natal  classes,  child  welfare 
centres,  mothers’  clubs,  schools  and  voluntary  groups  for  young  and  old.  The  general  public 
are  influenced  by  displays  at  shows,  in  clinic  premises,  in  hospital  out-patient  waiting  areas 
and  at  County  Hall.  Good  liaison  with  family  doctors,  hospital  management  committees, 
school  teachers  and  voluntary  organisations  is  essential  and  has  been  maintained  during  the  year. 
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(c)  Visual  aids 


Visual  aids  lent  by  the  section  have  been  used  on  a  total  of  1,629  occasions  as  indicated 
below  : 


Type  of  aid 
Filmstrips 
Flannelgraphs  . . . 
Films  ... 

Demonstration  aids 
Clinic  displays 


1966 

938 

234 

280 

63 

114 


Filmstrip  projectors  and  screens,  with  demonstration  equipment  and  filmstrips  for  ante-natal 
teaching  are  kept  in  purpose  built  clinics,  all  other  equipment  being  stored  centrally. 

Whilst  films  are  a  valuable  adjunct  to  teaching,  they  are  not  enough  in  themselves.  The 
teacher  is  supremely  important  and  must  have  the  specialised  background  knowledge  enabling 
him  to  answer  questions  and  guide  discussion.  Selected  staff  continued  to  visit  the  health 
education  section  for  discussions  and  tuition  on  the  use  of  visual  aids  and  teaching  techniques. 


3.  In-service  training 


(a)  Home  helps 

In  March  two  half-day  training  sessions  were  arranged  for  home  helps  in  the  Kettering 
area.  The  attendance  was  70  on  each  day. 

(b)  General  staff  meetings  were  held  on  five  occasions,  the  subjects  being  : 

1.  The  ten-year  plan  for  the  development  of  the  county’s  health  services. 

2.  Modern  trends  in  geriatrics. 

3.  Speech  therapy. 

4.  Care  of  premature  babies. 

5.  Family  planning. 

(c)  Voluntary  workers 

Representatives  of  voluntary  committees  at  child  welfare  centres  met  at  Rushden  Health 
Clinic  for  a  half-day  conference  in  November.  The  future  role  of  child  welfare  centre  workers 
was  discussed,  stress  being  laid  on  increasing  health  education  at  welfare  sessions. 


4.  Relaxation  and  parentcraft  classes 

A  total  of  1419  expectant  mothers  attended  an  average  of  7  classes  each.  The  basic  12-week 
syllabus  was  followed,  with  some  local  variations.  The  film  “  To  Janet  a  Son  ”  has  been 
shown  on  36  occasions  to  expectant  parent  groups. 


5.  Clinic  displays 

The  visual  aids  assistants  now  produce  displays  of  high  artistic  quality,  and  the  improved 
standard  of  these  displays  was  helped  by  the  acquisition  of  new  mechanical  carpentry  and 
painting  equipment.  The  24  topics  for  displays  in  clinics  and  at  Kettering  and  Northampton 
General  Hospitals  varied  widely  and  covered  subjects  including  the  dangers  of  smoking,  many 
aspects  of  home  safety,  and  sensible  eating  for  the  middle  aged.  A  total  of  114  changes  of 
display  were  made  throughout  the  11  centres. 

Photographic  records  of  displays,  work  progress  and  other  staff  activities  have  been  kept 
but,  with  the  increasing  stock  of  display  equipment  and  artists’  materials,  storage  space  within 
the  section  has  presented  serious  problems. 
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CARE  OF  THE  PRE-SCHOOL  CHILD— AT  HOME 
- — AND  AT  THE  CLINIC  (Photograph  by  courtesy  of  the  “  Corby  Leader  ”) 
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6.  Schools 

Selected  staff  have  continued  teaching  boys  and  girls  in  schools  throughout  the  county. 
A  fuller  report  on  this  work  will  be  found  in  Part  II  of  “  The  Health  of  Northamptonshire  in 
1966 

7.  External  activities 

(a)  Home  safety 

The  four  television  programmes  based  on  the  1964  county  home  safety  quiz  produced  in 
conjunction  with  the  Federation  of  Women’s  Institutes  were  made  into  a  film,  entitled  "  Hazard 
House  ”,  and  this  has  been  shown  throughout  the  county  at  Institute  meetings. 

(b)  Northampton  General  Hospital 

Following  on  the  success  of  the  permanent  health  education  display  at  Kettering  General 
Hospital,  arrangements  were  concluded  for  the  installation  of  a  display  unit  in  the  waiting 
area  of  the  out-patient  department  in  Northampton  General  Hospital.  The  first  subject,  in 
November,  was  "  Safety  with  pills  ”. 

(c)  Observation  visits 

Nine  students  from  the  London  School  of  Hygiene  postgraduate  course  leading  to  the 
Diploma  in  Public  Health  took  part  in  a  one-day  programme,  which  included  activities  within 
the  health  education  section.  In  the  afternoon,  students  accompanied  health  education  staff 
on  their  teaching  assignments  in  schools.  Similar  programmes  geared  to  the  needs  of  the 
individuals,  were  arranged  for  medical  students  and  student  health  visitors. 

(d)  Shows 

At  the  County  and  British  Timken  Shows  exhibits  on  home  safety  were  much  admired. 

(e)  Food  hygiene 

The  personnel  superintendent  of  a  restaurant  spent  one  day  in  the  health  education  section 
learning  methods  of  teaching  health  and  hygiene. 

8.  Mothers’  clubs 

At  the  end  of  the  year  there  were  16  clubs  recognised  by  the  county.  Films  have  been 
shown  and  speakers  provided  on  health  subjects. 

9.  Visits  to  voluntary  organisations 

Groups  and  clubs  of  different  ages  and  interests  have  increasingly  requested  speakers. 
Every  effort  has  been  made  to  meet  these  requests,  which  are  frequently  for  evening  appoint¬ 
ments. 

10.  Geriatric  clinic 

Health  visitors  at  the  general  practitioner  geriatric  clinic  (see  page  58)  were  provided  with 
visual  aids  for  teaching  the  elderly.  This  is  a  much  needed  aspect  of  health  education,  calling 
for  special  skills  and  great  tact. 
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PREVENTION  OF  ILLNESS,  CARE  AND 


AFTER-CARE 


(Section  28 — National  Health  Service  Act,  1946) 


1.  General 

A  wide  variety  of  services  is  supplied  under  Section  28  of  the  Act,  and  most  of  these  are 
described  elsewhere  in  this  report.  A  brief  description  will  now  be  given  of  several  which  are 
not  covered  elsewhere. 

2.  Provision  of  nursing  equipment 

With  the  growing  emphasis  on  domiciliary  care  and  rehabilitation  there  has  been  a  rising 
demand  for  medical  loans.  During  the  year  there  was  an  unprecedented  increase  in  requests 
for  all  types  of  equipment,  with  a  total  of  over  800  loans  in  1966,  compared  with  some  500  in 
1965. 

A  sophisticated  range  of  home  nursing  equipment  is  now  available.  This  includes  light¬ 
weight  walking  aids  of  all  types  ;  short  wheelbase  ward  beds  of  increased  manoeuvreability  ; 
free-standing  patient  lifters  which  can  be  used  with  the  patient’s  own  bed  ;  hydraulic  hoists  ; 
wheelchairs,  and  special  mattresses  and  sitting  rings. 

A  list  of  the  main  issues  during  1965  and  1966  is  given  below  : 


1966 

1965 

Walking  frames 

183 

86 

Commodes  ... 

164 

114 

Sitting  rings 

118 

51 

Bed  cradles 

68 

55 

Bedpans 

67 

29 

Wheelchairs 

48 

68 

Urinals 

41 

18 

Bedrests 

39 

39 

Walking  tripods  ... 

28 

19 

Mattresses 

27 

29 

Lifters 

23 

7 

Beds 

16 

3 

Many  items  were  requested  by  the  medical  social  workers  of  local  hospitals  for  routine 
home  discharges,  but  specialised  equipment  was  also  needed  in  the  case,  for  example,  of  patients 
from  Stoke  Mandeville  suffering  from  the  after  effects  of  spinal  injury.  In  particular,  a  special 
compressor-aspirator  and  short  wheelbase  hospital  bed  with  a  let-down  footend  were  supplied, 
at  a  cost  of  £125,  for  a  man  paralysed  from  the  neck  downwards  by  an  industrial  accident. 
Such  cases  inevitably  put  a  heavy  burden  on  medical  loans  expenditure,  but  it  is  extremely 
rewarding  to  be  able  to  afford  a  measure  of  relief  to  those  with  such  severe  disabilities. 

3.  Convalescent  home  treatment 

Convalescent  treatment  is  provided  for  patients  who  do  not  require  extensive  medical  or 
nursing  care.  Fifty-eight  adults  and  ten  children  were  sent  for  treatment  at  convalescent 
homes  situated  on  the  south  and  east  coasts. 


The  patients  were  recommended  by  : 

General  practitioners  ...  ...  31 

Health  visitors  ...  ...  ...  11 

Child  care  officers  ...  ...  ...  9 

Mental  welfare  officers  ...  ...  8 

Medical  social  workers  ...  ...  7 

Occupational  therapists  ...  ...  2 


Arrangements  were  made,  where  need  be,  for  escorts  to  accompany  the  patients  to  and 
from  the  homes,  and  this  service  was  provided  by  the  British  Red  Cross  Society. 

4.  Chiropody  service 

The  arrangements  for  providing  a  chiropody  service  for  physically  handicapped  and  elderly 
people  continue  to  be  made  through  voluntary  organisations,  which  reclaim  from  the  County 
Council  80%  of  their  net  expenditure,  based  on  the  Whitley  Council  scales,  after  a  standard 
contribution  of  2/6  per  patient  has  been  deducted. 

In  January,  the  fees  for  sessional  treatments  were  revised  so  that  chiropodists  with  less 
than  three  years  experience  since  qualification  now  receive  £2/-/-  for  a  single  session  and  £3/6/- 
for  a  double  one,  whilst  others  receive  £2/11/6  and  £4/6/-  respectively. 

540  claims  for  grants  were  received  from  82  organisations.  The  number  of  treatments 
given  was  approximately  29,000  and  the  total  amount  of  grants  paid  was  £9,900  compared  with 
25,000  and  £7,500  respectively  in  1965/66. 

The  following  are  additions  to  the  list,  published  in  the  1965  report,  of  voluntary  organisa¬ 
tions  providing  chiropody  services  : 

Voluntary  Committee 

Bradden,  Old  People’s  Welfare  Committee 
Byfield,  Old  People’s  Welfare  Committee 
Desborough,  Town  Welfare  Committee 
Kings  Sutton,  Over  60  Club 
Sulgrave,  Evergreen  Club 

5.  Occupational  therapy 

(i)  Staff 

In  February,  Mrs.  K.  M.  Kench,  M.A.O.T.,  S.R.O.T.,  who  has  worked  full-time  with  the 
department  for  the  past  two  and  a  half  years,  changed  to  part-time  work.  Mrs.  A.  Smith, 
S.R.O.T.,  R.M.N.,  began  a  joint  appointment  with  the  Health  Department  and  Kettering 
General  Hospital,  having  previously  worked  at  Dingleton  Hospital,  Scotland. 

(ii)  Aims  of  treatment 

Occupational  therapy  is  aimed  as  resocialising  and  rehabilitating  all  types  of  disabled 
persons.  In  suitable  cases,  pre-vocational  training  is  given. 

(iii)  Mental  subnormality 

Nineteen  cases  of  subnormality,  all  but  one  of  whom  are  over  the  age  of  16,  are  visited  by 
the  occupational  therapists. 

(iv)  Mental  illness 

Twenty-seven  patients  were  visited  at  home  or  were  attending  occupational  therapy  classes 
or  social  clubs.  One  of  these  patients  is  employed  full-time  at  home  with  outwork  from  a  shoe 
firm. 


Secretary 

Mr.  Mayes,  6  Sycamore  Road,  Greens  Norton 
Mrs.  C.  Thornton,  Post  Office,  Byfield 
Mr.  C.  Coe,  104  Dunkirk  Avenue,  Desborough 
Mrs.  G.  Taylor,  Post  Office,  Kings  Sutton 
Mrs.  L.  Wallington,  “  Claremont,"  Sulgrave 
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(v)  Other  patients 

Forty-two  patients,  not  considered  permanently  or  substantially  handicapped,  were  treated, 
including  five  suffering  from  tuberculosis. 

(vi)  Red  Cross  Clubs 

The  St.  Giles  Club,  Kettering  and  the  Red  Cross  Club,  Corby  continue  to  flourish.  Transport 
to  these  clubs  is  difficult  and  membership  had  to  be  limited  to  those  who  were  able  to  travel 
unaided.  Outings  and  entertainments  were  arranged  for  both  clubs  and  were  enjoyed  by  all 
members. 

(vii)  Occupational  therapy  classes 

The  Thrapston  and  Desborough  occupational  therapy  classes  are  both  expanding  rapidly. 
Each  class  had  a  Christmas  tea,  at  which  photographic  slides  were  shown. 

(viii)  Holidays  for  the  disabled 

The  Welfare  Department  arranged  a  holiday  for  the  disabled  at  Kessingland,  near  Lowestoft, 
and  the  occupational  therapists  accompanied,  as  helpers. 

(ix)  Survey  of  occupational  therapy 

As  mentioned  in  the  report  for  1965,  a  detailed  survey  of  the  work  of  the  occupational 
therapists  has  been  carried  out  by  Dr.  R.  F.  McKnight.  During  the  year,  patients  were  visited 
at  home  and  at  clubs  and  classes.  The  survey  was  completed  and  was  being  written  up  at  the 
end  of  1966. 

6.  Prevention  and  early  detection  of  cervical  cancer 

Cervical  screening  was  introduced  in  November  but,  in  view  of  the  limited  diagnostic 
facilities  available,  the  service  had  to  be  restricted  to  women  whose  likelihood  of  having  cervical 
changes  was  above  average.  Initially  only  women  attending  family  planning  clinics  were 
screened  but  it  is  planned  to  open  special  cytology  clinics  in  1967,  and  it  is  hoped  that  the  criteria 
will  be  gradually  relaxed  in  parallel  with  the  increasing  availability  of  cytological  diagnostic 
facilities. 

7.  Advisory  health  clinics  for  the  elderly 

The  appointment  of  Dr.  B.  K.  Samtani  as  consultant  physician  in  geriatric  medicine  to 
the  Oxford  Regional  Hospital  Board  and  to  the  County  Council  became  effective  from  1st 
January.  Dr.  Samtani  is  available  to  advise  and  assist  the  County  Medical  Officer  of  Health  in 
all  matters  concerning  the  care  of  the  elderly,  and  reference  to  the  development  of  in-service 
training  in  geriatrics  for  members  of  the  district  nursing  service  will  be  found  on  page  44. 

The  elderly  are  a  group  of  the  populace  who  require  particular  care  and,  once  again,  reference 
will  be  found  on  page  46  to  the  increased  work  being  carried  out  amongst  them  by  members 
of  the  health  visiting  staff.  So  far,  no  County  Council  clinics  for  the  elderly  have  been  established 
but,  in  one  area,  a  partnership  of  general  practitioners  has  been  conducting  an  interesting 
experiment.  This  partnership  has  been  granted,  without  charge,  the  use  of  a  County  Council 
clinic  to  which  certain  of  their  older  patients  are  invited  on  a  particular  afternoon  each  month. 
These  are  selected  from  the  patients  on  the  doctors’  “  chronic  ”  visiting  list,  those  recently 
discharged  from  geriatric  units,  those  who  have  come  to  the  attention  of  the  general  practitioners 
or  their  attached  health  visitor  for  various  reasons,  and  those  who  have  not  been  seen  by  a 
doctor  for  a  substantial  period  of  time. 
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The  elderly  people  are  brought  to  the  clinic  by  transport  provided  by  a  voluntary  organisa¬ 
tion,  and  the  health  visitor  ,  and  nurse  attached  to  the  practice  assist  in  carrying  out  various 
tests  on  the  patients,  who  are  also  examined  by  the  general  practitioner  in  attendance.  In 
addition,  the  health  visitors  use  these  sessions  for  the  purpose  of  health  education  amongst 
those  attending  the  clinic,  and  this  has  been  highly  appreciated  by  the  old  people. 

The  attraction  of  such  an  approach  to  the  care  of  the  elderly  lies  in  the  fact  that  it  leaves 
clinical  responsibility  firmly  in  the  hands  of  the  family  doctor,  assisted  by  his  attached  local 
health  authority  personnel,  and  it  is  to  be  hoped  that  this  may  be  only  the  first  of  many  more 
similar  co-operative  ventures  in  the  care  of  the  elderly. 

A  special  report  on  a  survey  carried  out  in  conjunction  with  the  Oxford  Regional  Hospital 
Board  on  young  chronic  sick  patients  will  be  found  in  Appendix  A,  page  93. 
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HOME  HELP  SERVICE 

(Section  29 — National  Health  Service  Act,  1946) 


1.  Field  work 

Supervised  by  the  County  Home  Help  Organiser  the  day  to  day  control  of  the  home  help 
service  is  undertaken  by  four  assistant  organisers  working  from  offices  situated  at  Welling¬ 
borough,  Kettering,  Corby  and  Northampton.  Assistant  organisers  are  responsible  for  receiving 
and  investigating  new  applications  and  also  for  the  supervision  and  recruitment  of  home  helps 
within  their  respective  districts.  At  times  of  pressure,  they  work  as  a  team,  helping  each  other 
as  the  need  demands.  During  the  year  it  became  necessary  for  the  Corby  organiser  to  assist 
at  Kettering  one  day  each  week  owing  to  the  increase  of  work  within  the  latter  district. 


2.  Statistics 


The  number  of  visits  made  during  the  year  was  6413,  an  increase  of  436  over  1965.  New 
cases  totalled  560  and  the  number  receiving  help  at  the  end  of  the  year  amounted  to  1,202,  the 
allocation  of  hours  help  per  week  being  as  follows  : 

Hours  authorised  per  week 

Up  to  4  5-7  8-10  11-14  Over  14  Total 

Patients  ...  540  452  154  38  18  1,202 

Help  was  provided  in  1,670  households  compared  with  1,579  during  1965,  and  the  following 
table  shows  that  virtually  the  whole  of  the  increase  was  attributable  to  the  elderly. 


Type  of  case 

1.  Elderly  (aged  65  or  over) 

2.  Chronic  sick 

3.  Maternity  ... 

4.  Mentally  disordered  ... 

5.  Others 


No.  of  cases 


1966 

1,475  (88.3%) 
123  (  7.4%) 
18  (  1.1%) 
6  (  -3%) 
48  (  2.9%) 


1965 

1,361  (86.2%) 
132  (  8.4%) 
32  (  2.0%) 
7(  -4%) 
47  (  3.0%) 


Total  ...  1,670  (100.%)  1,579  (100.%) 


During  the  financial  year  ended  31st  March,  1966,  the  cost  of  the  service  per  1,000  population 
was  £203  and  the  cost  per  case  £46.  These  compare  with  national  average  figures  of  £273  and 
£42  respectively. 

3.  Home  helps 

About  750  home  helps  were  employed  in  the  care  of  patients,  all  being  engaged  on  a  part- 
time  basis,  working  hours  suitable  to  their  domestic  commitments  ;  almost  a  third  of  the  women 
worked  ten  hours  or  more  per  week.  Home  helps  are  allocated  cases  on  a  permanent  basis, 
continuing  with  particular  patients  while  the  need  for  help  exists.  Women  employed  in  this 
way  are  mostly  able  to  give  morning  assistance,  which  is  invaluable  to  old  people. 
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Two  mobile  home  helps  were  employed  during  1966,  one  covering  the  fringe  area  of  Corby 
and  Kettering,  and  the  other  working  within  the  Wellingborough  district.  Mobile  home  helps 
were  able  to  meet  the  needs  of  a  number  of  elderly  patients  in  instances  when  local  assistance 
was  not  available. 

In  the  larger  urban  and  rural  districts  the  supply  of  home  helps  remained  at  a  satisfactory 
level  but,  as  in  past  years,  difficulties  were  sometimes  experienced  in  recruitment  for  fringe 
areas  or  small  and  remote  villages. 

4.  Patients 

In  providing  for  the  domiciliary  care  of  patients  about  to  be  discharged  from  hospital, 
assistant  organisers  maintain  a  close  working  liaison  with  medical  social  workers,  ensuring  in 
certain  cases  that  a  home  help  is  actually  available  before  a  patient  is  allowed  home.  This  is 
particularly  important  if  there  is  no  family  living  near  enough  to  help.  Patients  have  a  real 
sense  of  appreciation  of  the  service  they  receive,  which  is  perhaps  best  summed  up  in  the  thought 
expressed  by  so  many  who  have  the  support  of  a  home  help — What  should  I  do  without  her  ”  ? 

5.  Training 

The  annual  training  course  for  home  helps  was  held  at  Kettering  in  March,  when  about  70 
attended  the  two  afternoon  sessions.  The  syllabus  included  the  safe  and  economical  use  of  gas 
and  electricity  as  well  as  the  cooking  of  diets  for  the  elderly.  A  short  talk  was  also  given  by 
the  principal  medical  social  worker  at  Kettering  General  Hospital,  dealing  with  the  inter¬ 
relationship  between  the  hospital  and  the  home,  whilst  another  lecture  dealt  with  aspects  of  the 
prevention  and  early  recognition  of  illness.  The  course  of  instruction  was  greatly  appreciated 
by  the  home  helps. 

During  the  year,  three  student  nurses  were  welcomed  to  the  district  and  taken  on  domiciliary 
visits  to  households  receiving  home  help  service.  In  the  Wellingborough  area,  two  student 
health  visitors  accompanied  the  assistant  organiser  on  a  study  tour. 

6.  Special  survey 

Home  help  service  is  provided  to  cover  essential  domestic  and  personal  needs,  and  ranges 
from  a  once  weekly  visit  for  basic  cleaning,  to  daily  attendance  to  light  a  fire,  cook  a  breakfast, 
prepare  a  hot  main  meal  or  to  do  any  other  necessary  tasks.  In  some  cases,  the  home  help  also 
has  to  wash  and  dress  her  patient  and  assist  with  personal  hygiene.  Old  persons  are  naturally 
anxious  to  remain  in  their  own  surroundings  for  as  long  as  possible  and,  in  such  cases,  the  provi¬ 
sion  of  a  home  help  service  is  of  two-fold  importance  insofar  as  it  keeps  patients  happy  within  the 
community  and,  at  the  same  time,  reduces  the  demand  for  hospital  or  residential  accommodation. 
In  the  course  of  their  visits  to  households,  the  Home  Help  Organiser  and  her  staff  have  become 
increasingly  aware  that  certain  patients  within  the  daily  care  group  would  clearly  have  to  be 
admitted  to  some  form  of  institutional  accommodation  but  for  the  assistance  which  they  receive 
from  their  home  helps. 

It  is  clear  that  the  home  help  service  will  have  to  continue  to  expand  if  it  is  to  fulfil  its 
function  of  caring  for  the  chronic  sick  of  all  ages  and,  in  particular,  for  the  ever-increasing 
number  of  elderly  patients  who  require  assistance.  In  order  to  determine  the  extent  to  which 
the  provision  of  a  home  help  does,  in  fact,  enable  patients  to  remain  in  their  own  homes,  a 
special  survey  was  conducted  during  the  month  of  February-  To  reduce  this  to  a  manageable 
size,  a  random  sample  of  a  hundred  patients  was  selected  from  the  1,100  who  were  receiving 
home  help  service  at  that  time.  Of  these,  six  had  to  be  excluded,  in  four  cases  because  of 
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admission  to  hospital  and,  in  two,  because  of  death.  Assistant  home  help  organisers  visited 
the  remaining  94  patients,  and  completed  detailed  questionaries,  all  of  which  were  then  checked 
and  assessed  by  the  County  Organiser. 

From  this  investigation,  it  appeared  clear  that  11  patients  would  have  needed  immediate 
admission  to  hospital  if  an  adequate  home  help  service  had  not  been  available,  whilst  a  further 
21  would  probably  have  required  residential  care  within  a  period  of  six  months.  If  these 
figures  are  extended  to  the  total  number  of  cases  receiving  home  help  throughout  the  county,  it 
means  that  the  service  is  enabling  some  120  patients  to  stay  at  home  who  would  otherwise 
need  immediate  residential  care,  and  a  further  230  who  would  need  to  be  admitted  to  such  care 
within  six  months.  Of  the  94  cases  visited,  66  were  over  75  years  of  age,  with  quite  a  few 
being  between  85  and  90.  Females  accounted  for  69  of  the  patients,  while  25  were  male  and,  of 
the  total,  66  were  people  who  lived  alone.  Just  over  half  of  the  patients  had  no  families  to  help 
them  and  so  relied  on  the  home  help  service  and  on  friends  and  neighbours.  The  results  of  this 
survey  were  so  interesting  that  plans  have  been  made  for  it  to  be  repeated  next  year.  This 
initial  survey  demonstrated  beyond  doubt  that  the  home  help  service  enables  substantial  numbers 
of  old  people  to  retain  their  independence  and  happiness  in  their  own  homes  whereas,  otherwise, 
they  would  have  to  be  in  hospital  or  in  old  people’s  homes  which  would  be  less  acceptable  to 
them,  as  well  as  being  substantially  more  expensive  to  the  state  or  county  council.  The  home 
help  service  must  constantly  be  regarded  in  the  light  of  these  facts. 
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MENTAL  HEALTH 


1.  Introduction 

No  innovations  have  been  introduced  in  the  mental  health  section  during  the  year,  and 
work  has  been  directed  mainly  towards  the  further  development  of  the  preventive  approach  to 
mental  health  and  to  the  closer  integration  of  the  medical  services,  social  workers  and  voluntary 
organisations  involved  in  this  field. 

2.  Staff 

The  national  shortage  of  social  workers,  especially  in  the  realm  of  mental  health,  has  been 
reflected  in  the  difficulty  experienced  during  the  year  in  filling  vacancies.  This  has  delayed 
the  expansion  of  the  services  started  in  the  last  two  years  and  has  thrown  an  additional  strain 
on  the  existing  staff. 

3.  Professional  training 

(a)  Social  Workers 

Mr.  N.  J.  Locke  returned  to  the  department  on  completing  his  course  of  study  at  the  Lan- 
chester  College  of  Technology,  Coventry,  in  August.  Mr.  J.  L.  Edwards  and  Mr.  R.  Harris 
continued  with  training  courses  leading  to  the  Certificate  in  Social  Work. 

(b)  Training  centre  staff 

Mrs.  D.  M.  Madeley  and  Mr.  R.  G.  Hicks  obtained  the  Diploma  for  Teachers  of  the  Mentally 
Handicapped  in  July  and  Mrs.  F.  Blissett  and  Miss  W.  James  started  their  training  courses 
leading  to  the  Diploma  in  the  autumn.  It  is  hoped  that  eventually  the  staff  of  training  centre 
schools  will  all  be  holders  of  the  Diploma  and,  in  making  new  appointments,  the  suitability  of 
candidates  for  acceptance  on  training  courses  is  taken  into  consideration. 

(c)  Students 

As  well  as  sending  members  of  the  staff  on  courses  of  study,  the  mental  health  section 
undertakes  practical  work  training  of  students  in  social  work  from  the  Lanchester  College  of 
Technology,  Coventry,  and  four  students  spent  periods  with  trained  social  workers  during  the 
year. 

The  social  workers  also  take  final  year  student  nurses  from  St.  Crispin  Hospital  on  home 
visits,  each  nurse  spending  a  day  in  the  community  learning  about  domiciliary  care  of  the 
mentally  disordered.  Similar  arrangements  were  made  for  four  student  nurses  from  Northamp¬ 
ton  General  Hospital. 

4.  Care  of  the  mentally  disordered 


The  following  is  a  summary  of  the  work  undertaken  by  the  social  workers  : 


1 .  Numbers  of  patients  notified  to  County  Health  Department: 

1966 

1965 

(a)  Subnormal  and  severely  subnormal 

109 

135 

(b)  Mentally  ill  and  psychopathic 

716 

842 

Total  825 

977 
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2  Action  taken: 

Placed  under  domiciliary  supervision  or  care 
Admitted  to  hospital: 

(a)  informally 

(b)  under  Section  25  (observation)  ... 

(c)  under  Section  26  (treatment) 

(d)  under  Section  29  (emergency) 

(e)  under  Section  60  (Court  Order) 

(f)  under  Section  135  (place  of  safety) 

(g)  short  term  care 

Action  pending  or  official  action  unnecessary 


291 

405 

146 

135 

132 

220 

25 

31 

35 

23 

— 

2 

— 

1 

37 

34 

159 

126 

Total  825 

977 

It  is  interesting  to  note  that,  although  the  number  of  patients  admitted  under  Section  25 
dropped  by  nearly  100,  those  admitted  with  the  help  of  mental  welfare  officers  on  an  informal 
basis  have  remained  constant.  In  view  of  the  decline  in  the  total  number  of  admissions  from 
the  county  to  psychiatric  hospitals,  these  figures  would  seem  to  indicate  that  social  workers 
can  help  to  reduce  the  number  of  people  needing  to  be  compulsorily  admitted. 

5.  Psychiatric  social  clubs 

The  four  psychiatric  social  clubs  continued  to  function  successfully  and  proved  invaluable 
in  providing  the  social  support  so  often  needed  by  people  discharged  from  hospital.  Not  only 
do  such  persons  have  a  chance  to  discuss  problems  with  social  workers,  but  there  is  also  social 
stimulation  to  be  derived  from  the  rest  of  the  group.  The  clubs  at  Kettering  and  Corby  have 
been  greatly  helped  by  assistance  from  the  nursing  staff  of  St.  Crispin  Hospital,  and  the  Welling¬ 
borough  and  Rushden  clubs  are  indebted  to  the  British  Red  Cross  Society  and  the  Women’s 
Royal  Voluntary  Service  respectively  for  the  active  help  of  the  members  of  these  organisations. 
Further  financial  assistance  from  the  Commonwealth  Fund  of  Scott  Bader  &  Co.  Ltd.  was 
greatly  appreciated. 

6.  Joint  social  work  scheme  with  St.  Crispin  Hospital 

The  joint  social  work  scheme  inaugurated  in  1963  is  now  well  established.  The  grouping 
of  the  social  workers  into  three  teams,  corresponding  to  the  clinical  teams  covering  the  county 
from  St.  Crispin  Hospital,  has  been  in  operation  for  a  full  year  and  the  benefits  of  close  co¬ 
ordination  of  social  work  in  the  community  with  clinical  work  in  the  hospital  are  now  clearly 
apparent.  Twice  yearly  meetings  between  representatives  of  the  County  Health  Department 
and  of  St.  Crispin  Hospital  are  held  to  review  the  workings  of  the  scheme.  The  acceptance 
in  principle  by  the  County  Borough  of  Northampton  of  a  proposal  that  they  should  join  the 
joint  social  work  scheme  was  welcomed  as  a  further  step  towards  the  complete  integration  of 
the  mental  health  services.  Unfortunately,  financial  difficulties  have  so  far  prevented  imple¬ 
mentation  of  the  agreement. 

As  in  previous  years,  visitors  have  been  received  to  study  and  discuss  the  scheme  and  its 
possible  application  in  other  areas.  The  joint  social  work  scheme  was  also  one  of  the  subjects 
discussed  at  a  day  conference  on  improving  the  effectiveness  of  psychiatric  hospitals  held  at 
the  Hospital  Centre,  London,  under  the  auspices  of  the  King  Edward  Hospital  Fund.  A  report 
by  a  team  from  the  British  Association  for  Social  Psychiatry  was  the  basis  of  a  discussion  held 
at  the  Association’s  first  national  conference  held  in  April. 
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7.  Care  of  the  mentally  subnormal 

All  the  severely  subnormal  children  capable  of  benefiting  from  attendance,  and  living 
within  travelling  distance,  are  accommodated  at  the  four  training  centre  schools.  A  few  children 
living  in  parts  of  the  county  adjoining  Oxfordshire  and  Warwickshire  are  catered  for  by  arrange¬ 
ment  with  these  authorities.  In  addition,  some  children  living  within  Northampton  County 
Borough  attend  Dallington  Park  School  and  children  from  Rutland  attend  Forest  Gate  School 
in  Corby.  It  is  hoped  that  the  hostel  for  children,  which  is  being  built  in  association  with  the 
new  Wellingborough  centre  will  be  opened  in  1967,  thus  completing  the  initial  phase  in  the 
provisions  of  training  facilities  for  handicapped  children  throughout  the  county. 

There  are  567  patients  under  supervision  in  their  own  homes.  Health  visitors  advise  and 
give  support  to  the  families  of  children  under  five  years  of  age,  while  social  workers  supervise 
those  over  that  age  and  give  every  assistance  needed  in  placing  those  who  are  suitable  in  employ¬ 
ment. 

(a)  Hospital  care 

Dr.  J.  de  Bastarrechea,  Physician  Superintendent  of  Pewsey  Hospital,  Wiltshire,  has  held 
consultation  and  counselling  clinics  at  Kettering  during  the  year.  Dr.  C.  E.  Williams  and 
Dr.  D.  Bridgford,  consultant  psychiatrists  at  Borocourt  Hospital,  near  Reading,  have  held 
similar  monthly  clinics  at  Kettering  and  Northampton  General  Hospitals  to  give  specialist 
advice  to  the  parents  of  mentally  handicapped  patients.  During  the  year,  37  vacancies  for 
short-term  care  in  hospital  were  allocated  to  parents  who  needed  a  break  from  the  daily  routine 
of  caring  for  handicapped  children  or  where  the  continued  strain  of  caring  for  such  children 
was  having  an  adverse  effect  on  family  relationships.  The  average  duration  of  periods  of 
short-term  care  was  four  weeks  and  the  system  of  alternating  periods  in  hospital  and  at  home 
has  been  continued  so  that  the  greatest  number  of  severely  handicapped  children  can  be  helped 
by  the  limited  number  of  beds  available. 

(b)  Voluntary  bodies 

All  four  training  centre  schools  have  received  gifts,  both  instructional  and  recreational, 
from  the  generous  efforts  of  a  number  of  voluntary  bodies. 

(c)  Training  centre  schools 

All  new  entrants  to  training  centre  schools  this  year  have  been  admitted  on  an  informal 
basis  without  the  need  to  serve  parents  with  official  letters  of  exclusion.  It  is  pleasing  to  note 
this  acceptance  by  parents  of  this  type  of  school  as  providing  appropriate  education  for  mentally 
handicapped  children,  and  there  is  no  doubt  that  the  provision  of  purpose-built  premises  and  a 
trained  staff  have  gone  a  long  way  to  making  them  readily  acceptable  to  parents.  Good  material 
provisions  symbolise  to  parents  the  measure  of  the  community’s  concern  for  and  interest  in  the 
mentally  handicapped.  The  schools  also  play  a  large  part  in  helping  parents  to  meet  and  to 
benefit  from  the  experience  and  support  of  others  who  have  similar  problems  to  their  own. 
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Numbers  attending  training  centres 


Under  16 

Over  16 

Total 

Dallington  Park  School, 

Males 

26 

— 

26 

Northampton 

Females 

19 

— 

19 

45 

— 

45 

Forest  Gate  School, 

Males 

31 

_ 

31 

Corby 

Females 

24 

7 

31 

55 

7 

62 

Henley  School, 

Males 

30 

— 

30 

Kettering 

Females 

18 

3 

21 

48 

3 

51 

Henley  Industrial  Unit, 

Males 

— 

37 

37 

Kettering 

Females 

— 

34 

34 

— 

71 

71 

Wellingborough  Junior 

Males 

33 

— 

33 

Training  Centre 

Females 

16 

2 

18 

49 

2 

51 

Banbury  Training  Centre 

Males 

2 

6 

8 

Females 

1 

1 

2 

3 

7 

10 

Northampton  Adult 

Males 

— 

2 

2 

Training  Centre 

Females 

— 

8 

8 

— 

10 

10 

Rugby  Training  Centre 

Female 

— 

1 

1 

Total  under  training 

200 

101 

301 

Dallington  Park  School,  Northampton 

Mrs.  M.  B.  Redley  comments  in  her  report  on  the  transfer  in  April  of  eight  trainees  over 
the  age  of  16  years  to  the  newly  opened  Cliftonville  Adult  Training  Centre  of  the  County  Borough 
of  Northampton,  leaving  only  junior  pupils  at  Dallington  Park.  Among  the  gifts  to  the  school 
during  the  year  was  a  television  set,  provided  by  the  Merry  Comrades  organisation. 

Forest  Gate  School,  Corbv 

Mrs.  E.  E.  Cocker  remarks  on  the  number  of  young  adult  girls  still  attending  while  awaiting 
the  provision  of  an  adult  training  centre  in  Corby.  For  the  younger  age  groups,  the  opening 
in  April  of  a  nearby  school  for  educationally  subnormal  pupils  provided  an  opportunity  for 
transferring,  on  a  trial  basis,  five  children  who  showed  promise  of  being  able  to  work  at  this 
level.  A  group  of  six  children  are  now  attending  the  civic  swimming  pool  each  week. 

Henley  School,  Kettering 

Miss  H.  E.  Griffin  refers  to  the  variety  of  projects  undertaken  by  the  staff  and  children  at 
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the  Henley  School.  Some  of  the  senior  group  spent  a  day  in  London,  experiencing  as  many 
forms  of  travel  as  possible.  .Cookery  classes  have  been  extended  to  cover  boys  as  well  as  girls 
and  the  hatching  and  rearing  of  a  brood  of  budgerigars  provided  instruction  as  well  as  interest 
for  all  ages. 

Salem  Lane  Centre,  Wellingborough 

Miss  B.  V.  Miller  reports  that  the  appointment  of  a  nursery  assistant  has  made  it  possible 
to  admit  several  severely  handicapped  children  for  two  or  three  days  a  week,  despite  the  limited 
facilities  available  in  the  present  building.  There  was  considerable  excitement  throughout  the 
school  when  the  foundations  of  the  new  school  were  commenced  at  the  end  of  November,  and  a 
party  of  the  older  children  visited  the  site. 

Henley  Industrial  Unit,  Kettering 

The  Industrial  Unit,  catering  for  subnormal  men  and  women,  is  now  full  and,  for  the  first 
time  since  it  was  opened,  there  is  a  waiting  list.  It  has  always  been  the  policy  to  place  as  many 
individuals  as  possible  in  employment  outside  the  Industrial  Unit  as  soon  as  they  are  capable  of 
working  with  less  supervision,  but  the  situation  has  now  arisen  whereby  all  the  places  in  the 
Industrial  Unit  are  filled  by  men  and  women  not  yet  ready  for  any  other  form  of  employment. 

Both  Miss  F.  L.  Caswell  and  Mr.  D.  A.  Beale  report  on  the  importance  placed  on  securing 
work  which  will  improve  the  skills  of  the  trainees  and  not  merely  provide  them  with  diversional 
occupation. 

Hitherto,  the  Industrial  Unit  has  had  separate  workrooms  for  men  and  women  but  an 
experiment  in  integration  is  proving  successful,  and  seven  women  trainees  are  now  working, 
either  full-time  or  part-time  in  the  male  workroom,  while  male  trainees  are  undertaking  ap¬ 
propriate  tasks  in  the  female  workroom. 

(d)  Henley  Hostel 

For  most  of  the  year  the  Henley  Hostel  had  a  full  complement  of  15  residents.  At  the 
end  of  the  year,  six  of  the  hostel  residents  were  employed  locally,  the  remainder  attended  daily 
at  the  Henley  Industrial  Unit. 

Five  residents  went,  unescorted,  to  Lowestoft  for  a  fortnight’s  annual  holiday. 

(e)  Hostel  for  women 

Though  a  site  for  the  hostel  has  been  found  at  Elm  Bank,  Kettering,  building  has  had  to  be 
deferred  on  account  of  financial  restrictions. 

8.  A  scandal  averted 

The  year  saw  the  conclusion  of  an  alarming  incident  which  had  its  beginnings  in  September 
1965,  when  an  application  was  received  for  the  registration  of  a  large  former  boarding  school 
as  a  mental  nursing  home  for  the  care  of  180  boys  and  girls  between  the  ages  of  three  and  sixteen. 
The  applicant  described  himself  as  holding  the  degree  of  Ph.D.,  in  special  education,  which  was 
said  to  have  been  obtained  at  a  university  in  Australia. 

The  schedule  submitted  in  connection  with  the  application  indicated  that  the  premises 
would  be  lavishly  staffed  with  a  matron,  deputy  matron,  headteacher  and  fifty  others,  whilst 
the  children  would  receive  full  care  and  attention  for  a  fee  of  £10  per  week,  and  with  provision 
for  others  to  be  admitted  on  a  charitable  basis.  The  usual  steps  were  taken  to  acquaint  the 
applicant  with  the  requirements  which  would  be  expected  by  the  Mental  Health  Sub-Committee 
before  any  question  of  registration  as  a  mental  nursing  home  could  be  considered,  and  help  was 
enlisted  from  the  Chief  Fire  Officer  and  the  County  Architect,  as  well  as  from  senior  members 
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of  the  mental  health  section.  When  these  matters  were  put  to  the  applicant,  he  reacted,  at 
various  times,  in  two  different  ways.  On  the  one  hand,  for  example,  he  immediately  entered 
into  arrangements  for  carrying  out  the  extensive  requirements  of  the  Chief  Fire  Officer  whilst, 
on  the  other,  he  addressed  abusive  telephone  messages  to  various  members  of  the  mental  health 
staff,  accusing  them  of  obstructing  him  in  his  desire  to  provide  facilities  for  handicapped  children. 

In  the  course  of  the  four  months  which  followed  receipt  of  the  application,  a  large  volume 
of  correspondence  developed  with  the  applicant,  in  addition  to  which  repeated  visits  were  made 
to  the  premises  concerned  for  the  purposes  of  inspection  and  discussion.  Throughout  this 
entire  time,  there  was  a  growing  feeling  of  apprehension  in  the  mental  health  section  as  the 
whole  project  appeared  to  be  utterly  unreal  and  grandiose  yet,  as  the  applicant  seemed  to  be 
trying  to  meet  the  requirements  for  registration,  there  was  nothing  to  be  done  except  to  exercise 
a  careful  watch  over  the  situation  from  week  to  week.  Further  apprehension  was  caused 
towards  the  end  of  November  when  it  was  discovered  that  the  applicant  had  circulated  to  local 
authorities  a  brochure  describing  the  premises  in  colourful  terms  which  certainly  did  not  appear 
to  correspond  to  the  reality  of  the  situation,  at  the  same  time  stating  that  they  were  licensed 
and  approved  by  the  Ministry  of  Health,  which  was  impossible. 

Throughout  all  this  time,  the  Mental  Health  Sub-Committee  had  been  kept  informed  of 
developments,  but  at  no  time  was  it  suggested  to  them  that  consideration  should  be  given  to 
the  granting  of  registration  as  a  mental  nursing  home.  During  the  same  period,  the  application 
for  registration  was  amended  from  the  original  figure  of  180  patients  to  60  and,  in  December 
1965,  to  32  patients.  The  applicant  also  sought  to  bring  as  much  pressure  as  possible  to  bear 
on  the  County  Health  Department  in  order  to  obtain  registration,  and  it  was  clear  that  he  had 
succeeded  in  influencing  and  impressing  a  wide  variety  of  people,  both  within  the  county  and 
nationally.  A  special  meeting  of  the  Mental  Health  Sub-Committee  was  held  on  11th  January 
1966  and,  in  preparation  for  this,  enquiries  about  the  applicant  and  his  staff  were  intensified, 
much  to  his  annoyance.  He  took  particular  exception  to  attempts  to  find  out  more  about  his 
own  alleged  academic  qualifications.  The  Sub-Committee  was  advised  that  the  position  at  the 
proposed  nursing  home  was  still  far  from  satisfactory  and  that  registration  should  not  be  granted, 
and  this  advice  was  readily  accepted. 

The  following  day,  things  took  a  dramatic  turn  when  a  chief  inspector  of  police  called  at  the 
County  Health  Department  to  seek  information  about  the  affair.  From  then  onwards,  the 
situation  developed  rapidly  and,  to  cut  a  long  story  short,  the  applicant  was  subsequently 
arrested  in  London  and  stood  trial  at  Northamptonshire  Assizes,  where  he  was  sentenced  to  five 
years’  imprisonment  for  a  series  of  singularly  unpleasant  sexual  assaults  on  young  girls,  and 
when  it  was  also  revealed  that  he  had  a  previous  conviction  for  similar  offences  elsewhere. 

These  paragraphs  give  only  the  barest  outline  of  this  case,  which  caused  a  vast  amount  of 
work  for  the  mental  health  section  of  the  County  Health  Department,  and  which  might  have 
had  disastrous  results.  The  Department  was  under  constant  pressure  from  the  applicant  to 
recommend  registration  of  the  premises  in  question  as  a  mental  nursing  home  accompanied  by 
the  insistent  implication  that,  if  registration  was  not  promptly  forthcoming,  the  Department 
was  being  bureaucratic  and  denying  help  to  large  numbers  of  mentally  handicapped  children 
because  of  its  insistence  on  every  formality  being  fully  attended  to  before  registration  was 
recommended  to  the  Mental  Health  Sub-Committee.  The  members  of  the  Sub-Committee  were 
similarly  worried  about  the  matter,  but  did  not  waver  in  their  refusal  to  consider  registration 
until  their  officers  were  completely  satisfied  with  the  situation.  Had  registration  been  granted, 
there  is  no  doubt  that  a  major  scandal  would  have  ensued,  and  the  conclusion  to  be  drawn 
from  the  affair  is  that  all  applications  for  registration  as  nursing  homes  must  continue  to  be 
most  carefully  investigated,  attention  constantly  being  focused  on  the  need  to  protect  the 
interests  of  potential  patients  rather  than  those  of  applicants. 
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AMBULANCE  SERVICE 

(Section  27 — National  Health  Service  Act,  1946) 


1.  Work  undertaken 


The  following  table  summarises  the  work  of  the  year,  and  the  graph  (p.  73)  shows  the  trend 
for  the  past  sixteen  years. 


No.  of  patients  carried  Mileage 

A  ccidents  or  Out- 


emergency 

patients 

Others 

Total 

County  Council  Service  ... 

9,388 

105,943 

17,906 

133,237 

866,524 

Agency  service  equipped  with  radio- 

telephony  ... 

18 

481 

257 

756 

8,010 

Other  agency  services 

58 

8 

34 

100 

1,460 

Hospital  car  service  ... 

2 

3,953 

674 

4,629 

99,894 

Taxis 

— 

151 

22 

173 

5,637 

Total 

9,466 

110,536 

18,893 

138,895 

981,525 

Patients  conveyed  by  train 

342 

26,533 

The  total  number  of  patients  increased  by  10,935  over  the  1965  figure  and  the  total  mileage 
increased  by  21,866.  The  mileage  of  the  directly-provided  service  was  27,369  miles  less  than 
the  previous  year,  mainly  due  to  the  increased  use  of  the  hospital  car  service,  which  is  referred- 
to  later  in  the  report,  and  the  fact  that  more  of  the  dual-purpose  vehicles  in  service  were  designed 
to  carry  a  higher  number  of  sitting-case  patients. 


Out-patients  accounted  for  79.6%  of  the  total  patients  carried,  compared  with  74.6%  in 
1965.  Accidents  and  emergencies  accounted  for  6.8%  of  the  total  patients  compared  with 
7.6%  in  the  previous  year. 


2.  Vehicles 

The  establishment  was  increased  by  two  vehicles,  one  for  Daventry  and  one  for  the 
Northampton  station.  Of  the  43  vehicles  in  service,  18  are  conventional  two/four  stretcher 
ambulances,  19  are  dual-purpose  vehicles  and  6  are  ambulance  conversions  of  the  Austin  A. 60 
Countryman. 

An  interesting  addition  to  the  fleet  at  Kettering  is  a  large  dual-purpose  vehicle  capable  of 
conveying  15  sitting  or  5  wheelchair  patients.  This  vehicle  is  fitted  with  a  hydraulic  tail  lift 
for  the  loading  and  unloading  of  handicapped  patients  attending  day  hospitals  and  physiotherapy 
departments.  Previously,  these  patients  had  to  be  lifted  in  and  out  of  the  ambulance  by  two 
men,  whereas  they  are  now  managed  by  one  man,  either  in  their  own  wheelchairs  or  in  one 
which  is  carried  on  the  vehicle  for  the  purpose.  There  is  a  resultant  economy  in  manpower  and 
vehicles,  since  the  new  ambulance  is  able  to  undertake  the  work  previously  allocated  to  two 
vehicles  and  three  men. 
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3.  Staff 


The  establishment  was  increased  by  six  driver/attendants.  Two  of  these  were  to  provide 
staff  to  man  Daventry  Station  when  its  hours  of  operation  were  increased  to  sixteen  a  day  ; 
provision  was  made  for  one  extra  driver/attendant  at  Towcester  ;  and  the  remaining  three  were 
to  cover  the  loss  of  working  hours  following  the  introduction  of  a  forty-hour  week  on  1st  January. 

One  driver/attendant  at  Towcester  Station  was  promoted  to  shift  leader,  and  two  were 
promoted  to  shift  leaders  at  Daventry,  making  a  total  of  three,  which  brought  the  latter  station 
into  line  with  other  sixteen-hour  stations  in  the  county. 


The  ratio  of  staff  to  vehicles  at  the  end  of  the  year  was  1.93/1.  It  had  hitherto  been  the 
policy  to  achieve  a  ratio  of  1.9/1,  but  this  figure  was  decided  upon  when  the  basic  working  week 
of  operational  staff  was  forty-two  hours.  As  this  has  now  been  reduced  to  forty  hours  a  week, 
although  a  ratio  of  1.9/1  has  been  more  than  achieved,  the  effect  on  the  service  is  not  what  was 
intended  when  the  policy  was  adopted,  and  the  planning  figure  of  1.9/1  will  need  to  be  revised. 


At  the  end  of  the  year  the  establishment  and  distribution  of  staff  and  vehicles  was  as 
follows  : 


(a)  Headquarters 

County  Ambulance  Officer 
Deputy  County  Ambulance  Officer 
3  Control  Officers 
3  Assistant  Controllers 

2  Part-time  telephonist/clerks  (equivalent  to  one  whole-time). 


(b)  County  Council  service 

STATION  VEHICLES  STAFF 


Station 

Shift 

Officer 

Leaders 

Drivers 

Total 

Brackley 

3 

— 

1 

4 

5 

Corby 

6 

1 

3 

7 

11 

Daventry 

5 

1 

3 

5 

9 

Kettering 

7 

1 

4 

10 

15 

Northampton 

5 

1 

4 

7 

12 

Oundle  ... 

2 

— 

— 

3 

3 

Rushden 

3 

— 

1 

4 

5 

Towcester 

4 

1 

1 

5 

7 

Wellingborough 

5 

1 

3 

6 

10 

Reserves 

3 

— 

— 

-  — 

43  6  20  51  77 


(c)  Agency  Services 

Station 

Vehicles 

Staff 

Desborough 

1 

Volunteers 

Irthlingborough 

1 

Volunteers 

Islip* 

1 

Part-time  and  volunteers 

Raunds  ... 

1 

Volunteers 

4 

*  Equipped  with  radio-telephony 

These  services  were  supplemented  by  the  hospital  car  service  of  the  W.R.V.S.  and  by  the 
hiring  of  taxis  at  Brackley. 
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4.  Agency  services 

The  agency  service  at  Islip  continued  to  be  used  on  a  part-time  basis.  The  smaller  agencies 
at  Desborough,  Irthlingborough  and  Raunds,  which  relied  upon  staffing  by  volunteers,  were 
used  only  occasionally. 

5.  Hospital  car  service 

As  an  experiment,  the  W.R.V.S.  car  service  undertook  the  conveyance  of  all  patients  to 
and  from  Upton  Lawn  day  hospital  and  the  John  Greenwood  Shipman  Home.  For  the  five- 
month  period  of  the  experiment,  the  W.R.V.S.  office  was  responsible  for  the  allocation  to  drivers 
of  all  journeys  for  these  hospitals  and  no  patients  were  conveyed  by  the  directly-provided 
ambulance  service. 

It  was  found  that  the  additional  cost  of  the  hospital  car  service  was  considerable  although 
the  standard  of  service  was  excellent.  Some  of  the  journeys  by  the  hospital  car  service  were 
being  duplicated  by  ambulances  of  the  directly-provided  service  which  had  space  for  extra 
patients.  Consequently,  after  the  initial  experimental  period,  it  was  decided  that  the  central 
ambulance  control  should  allocate  journeys  to  individual  hospital  car  drivers,  but  in  cases  where 
patients  could  conveniently  be  carried  by  the  directly-provided  service,  this  would  be  done. 
It  is  hoped  that  the  new  arrangement  will  reduce  the  cost. 

6.  Annual  competition 

The  annual  inter-station  competition  was  held  at  Corby  Ambulance  Station,  and  teams 
from  five  stations  took  part,  the  winners  being  Daventry. 

7.  Ambulance  service  for  St.  Crispin  Hospital,  Duston 

St.  Crispin  Hospital  has  continued  to  provide  its  own  ambulance  transport  since  the  ap¬ 
pointed  day  of  the  National  Health  Service  Act,  1946  until  this  year.  The  Hospital  Management 
Committee  then  asked  that  the  County  Ambulance  Service  should  take  over  the  transport  of 
patients  to  and  from  the  hospital,  and  arrangements  were  made  for  this  to  be  done  from  1st 
October. 

8.  Premises 

A  building  was  erected  at  Daventry  for  combined  use  by  the  fire  service,  civil  defence, 
weights  and  measures  department  and  ambulance  service.  The  ambulance  service  was  trans¬ 
ferred  there  from  the  St.  John  Ambulance  Brigade  premises  on  4th  July  and  the  new  station, 
which  includes  bays  for  six  ambulances,  was  officially  opened  on  24th  October  by  the  Chairman 
of  the  County  Council. 

Work  was  started  on  the  extension  of  Mere  Way  Station,  Northampton,  which  will  provide 
two  new  ambulance  bays,  and  extra  office  and  storage  accommodation,  and  bring  the  external 
appearance  of  the  building  into  line  with  the  other  buildings  on  the  Wootton  Hall  Park  estate. 
At  the  end  of  the  year,  the  work  was  nearing  completion. 

Wellingborough  Ambulance  Station  was  extended  to  provide  an  additional  ambulance 
bay  for  two  vehicles.  At  Corby  station,  the  rest  room  was  enlarged  and  storage  accommodation 
was  provided  in  the  vehicle  bays. 

9.  Disciplinary  code  and  standing  orders 

The  National  Joint  Council  for  Local  Authorities’  Services  (Manual  Workers)  issued  circular 
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NM  177  embodying  recommendations  for  the  adoption  of  a  model  procedure  for  the  dismissal 
and  suspension  of  employees  who  are  within  the  purview  of  the  National  Joint  Council. 

The  ambulance  disciplinary  code  was  amended  to  bring  it  into  line  with  the  recommended 
model  procedure,  the  main  alterations  being  to  add  suspension  to  the  penalties  that  can  be 
awarded  for  an  offence  ;  to  provide  for  suspension  on  half-pay  during  investigations  into^an 
alleged  offence  ;  and  slightly  to  change  the  procedure  of  appeal  against  the  award  of  a  penalty. 

10.  Ambulance  Liaison  Officer  at  Kettering  General  Hospital 

In  December,  the  Ambulance  Sub-Committee  agreed  to  the  joint  appointment  of  an  Am¬ 
bulance  Liaison  Officer  at  Kettering  General  Hospital  and,  subject  to  approval  by  the  Kettering 
and  District  Hospital  Management  Committee  (which  will  pay  50%  of  the  cost),  the  appointment 
will  be  made  in  1967/68.  The  duties  of  this  officer  will  be  to  co-ordinate  both  the  hospital  and 
ambulance  sides  of  the  work  in  Kettering,  which  should  lead  to  a  better  planning  of  ambulance 
journeys,  out-patient  appointments  and  hospital  discharge  arrangements. 
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INFECTIOUS  DISEASES 


1.  Notifications 

The  diseases  notified  during  the  year  are  shown  in  tabular  form  on  page  75. 

Compared  with  1965  there  were  1,872  fewer  notifications  during  the  year.  The  incidence 
of  measles  was  more  than  halved,  but  there  was  an  increase  in  the  number  of  cases  of  scarlet 
fever  and  whooping  cough. 

2.  Vaccination  and  immunisation 

(a)  General 

(i)  Measles  Vaccination 

In  circular  6/66  the  Ministry  of  Health  informed  local  authorities  that  the  joint  committee 
on  vaccination  and  immunisation  had  considered  the  findings  of  the  Medical  Research  Council 
in  relation  to  measles  vaccination  and  had  agreed  that  the  schedules  used  in  the  trials  could  be 
accepted  as  effective  immunising  procedures. 

Two  types  of  vaccine  were  available,  one  being  a  killed  vaccine  and  the  other  a  live, 
attenuated  one.  In  the  trials,  it  was  found  that  one  dose  of  killed  vaccine  followed  one  month 
later  by  a  dose  of  live  vaccine,  or  a  dose  of  live  vaccine  alone,  produced  a  substantial  degree  of 
protection,  but  it  was  not  known  for  how  long  the  protection  would  last.  Local  authorities 
were  invited,  after  consultation  with  Local  Medical  Committees,  to  consider  whether  they 
desired  to  submit  proposals  under  Section  26  of  the  National  Health  Service  Act,  1946  to  include 
measles  vaccination  in  their  vaccination  programmes  and  to  invite  general  practitioners  to 
participate  in  the  scheme. 

After  consideration,  it  was  decided  that,  as  the  vaccines  available  were  not  free  from  reactions 
of  various  kinds,  they  were  likely  to  be  required  mainly  for  the  protection  of  those  children  in 
whose  case  there  were  special  reasons  for  trying  to  prevent  attacks  of  measles.  In  such  cases, 
vaccine  would  be  available  on  prescription  through  normal  National  Health  Service  channels 
and,  under  the  circumstances,  it  was  considered  that  Northamptonshire  County  Council  need 
not  seek  to  modify  its  proposals  under  Section  26  to  include  measles  vaccination  at  the  present. 

(ii)  Immunisation  by  nurses 

In  1964  it  was  agreed  that,  as  part  of  the  scheme  to  increase  the  acceptance  of  immunisation 
throughout  the  county,  health  visitors  should  be  peimitted  to  give  inoculations  against  diph¬ 
theria,  whooping  cough,  tetanus  and  poliomyelitis,  provided  that  they  were  acting  on  the 
instructions  of  registered  medical  practitioners.  These  arrangements  worked  satisfactorily 
and,  to  extend  this  procedure,  similar  authority  was  given  to  nursing  staff  where  such  nurses 
attended  welfare  centres  or  were  attached  to  general  practices. 

(iii)  Control  of  immunisation  by  computer 

In  the  1965  revision  of  the  ten  year  plan  for  the  development  of  the  county’s  health  services, 
reference  was  made  to  the  desirability  of  transferring  the  control  of  the  immunisation  programme 
to  the  computer  which  is  available  in  the  County  Treasurer’s  department. 


CASES  OF  INFECTIOUS  DISEASES  Table  V 

(Final  numbers  after  correction .) 
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DISEASES 

Anthrax  ... 

Diphtheria 

Dysentery... 

Encephalitis: 

acute,  infectious 
Encephalitis: 

acute,  post-infectious 
Erysipelas... 

Food  poisoning  ... 
Hepatitis,  infective 

Malaria 

Measles 

Meningococcal  infection  ... 
Ophthalmia  neonatorum 
Paratyphoid  fever 
Pneumonia,  acute 

Poliomyelitis: 

acute,  paralytic 
Poliomyelitis: 

acute,  non-paralytic  . . . 
Puerperal  pyrexia 

Scarlet  fever 

Smallpox 

Tuberculosis,  respiratory 
Tuberculosis,  meningeal 
Tuberculosis,  other 

Typhoid  fever 

Whooping  cough 

Totals 

76 


The  main  difficulty  in  achieving  a  high  degree  of  protection  against  the  various  infectious 
diseases  throughout  the  community  lies  in  the  fact  that  the  work  of  immunisation  is  divided 
between  the  staff  of  the  Health  Department  and  about  200  family  doctors,  with  a  constant 
danger  that  some  children  will  fall  between  the  two  stools  and  thus  remain  unimmunised. 
It  has  become  increasingly  apparent  that  the  only  way  of  overcoming  this  difficulty  lies  in  a 
system  which  will  enable  an  accurate  record  to  be  kept  of  the  state  of  immunisation  of  every 
child  who  is  born  and  which  will  facilitate  his  or  her  attendance  at  the  family  doctor’s  surgery 
or  at  a  welfare  clinic  for  immunisation.  This  can  be  achieved  by  means  of  computer  control 
whereby  all  parents,  when  their  children  are  born,  are  asked  to  agree  to  a  full  programme  of 
immunisation  either  by  the  family  doctor  or  by  the  medical  staff  of  the  County  Health  Depart¬ 
ment.  The  choice  is  recorded  and,  when  the  child  is  due  for  each  immunisation,  the  computer 
produces  an  appointment  card  and  at  the  same  time  prepares  printed  clinic  lists  for  use  by  general 
practitioners  and  medical  officers.  When  these  lists  are  returned,  arrangements  are  automati¬ 
cally  made  to  follow  up  defaulters.  By  these  methods  it  is  hoped  that  a  substantially  higher 
level  of  immunisation  would  be  achieved,  as  has  been  the  case  in  other  authorities  where  com¬ 
puters  have  been  used  in  this  way.  In  addition,  the  clerical  staff  would  be  relieved  of  a  great 
deal  of  tedious  work,  for  which  it  has  become  increasingly  difficult  to  obtain  personnel.  The 
arrangements  would  also  ease  the  work  of  doctors,  medical  officers  and  health  visitors. 

The  County  Council  has  approved  in  principle  the  proposal  that  the  control  of  the  immunisa¬ 
tion  and  vaccination  programme  should  be  transferred  to  the  computer  in  due  course. 

(b)  Triple  immunisation 

During  the  year  4,820  children  received  a  primary  course  of  immunisation  and  4,963  were 
given  booster  doses. 


Table  showing  the  number  of  children  immunised  during  the  year. 


Age 

Under  1 

1-4 

5-9 

10-15 

Under  16 

( year  of  birth) 

1966 

1962-65 

1957-61 

1951-56 

Total 

Primary  Inoculation 

Diphtheria 

2,194 

2,638 

104 

27 

4,963 

Whooping  cough 

2,191 

2,616 

75 

23 

4,905 

Tetanus 

2,194 

2,640 

162 

274 

5,270 

Booster  Inoculation 

Diphtheria 

3 

4,521 

3,476 

146 

8,146 

Whooping  cough 

3 

3,743 

1,274 

25 

5,045 

Tetanus 

3 

4,528 

3,502 

207 

8,240 

The  following  table  shows  the  number  of  children  born  since  1st  January,  1952  who,  by  31st 
December,  1966,  had  completed  a  course  of  immunisation  against  diphtheria. 


Age  on  31/12/1966 

Under  1 

1-4 

5-9 

10-14 

Under  15 

(i.e.,  born  in  year) 

1966 

1962-65 

1957-61 

1952-56 

Total 

Number  immunised  ... 

2,194 

16,778 

18,593 

15,857 

53,422 

Estimated  mid-year  child  population  ...  5,530  21,770  47,100  74,400 

i  _ J 

v 

Estimated  percentage  immunised  ...  69%  73%  72% 


The  overall  figure  for  children  under  15  years  shows  an  increase  of  1%  over  last  year  and 
for  children  under  5  years  an  increase  of  2%.  In  the  5  to  14  year  age  group,  the  percentage  of 
children  immunised  has  remained  the  same  as  for  1965. 
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(c)  Smallpox  vaccination 

The  following  table  shows  the  number  of  children  vaccinated  during  the  year. 


Under  1  year 

Primary 

242 

Revaccination 

1  year  ... 

2,319 

— 

2  years  -  4  years  ... 

659 

20 

5  years  -  15  years 

323 

291 

T  otals 

3,543 

311 

Grand  T otal 

3,854 

Once  again  there  was  a  rise  in  the  number  of  children  who  were  vaccinated,  the  number 
under  15  years  who  received  primary  vaccination  showing  an  increase  of  480  on  the  previous 
year.  There  was  only  a  very  slight  increase  in  the  number  of  children  who  were  revaccinated. 

The  number  of  children  bom  in  1965  (including  323  who  were  vaccinated  in  that  same  year) 
who  have  been  vaccinated  is  2,642,  representing  46%  of  the  children  born  during  the  year. 
This  represents  a  substantial  improvement  over  1964,  when  only  about  one  third  of  children 
were  vaccinated. 

(d)  Poliomyelitis  vaccination 

The  following  shows  the  number  of  courses  of  vaccination  completed  during  1966  : 


Year  of  birth 

Age 

Primary 

Booster 

1966 

Under  1  year 

1,081 

3 

1962-1965 

1  to  4  years 

3,699 

1,311 

1957-1961 

5  to  9  years 

214 

3,131 

1951-1956 

10  to  15  years  .. 

74 

69 

T  otals 

5,068 

4,514 

The  number  of  children  under  16  years  of  age  who  received  a  primary  course  of  vaccination 
against  poliomyelitis  showed  a  decrease  of  613  from  the  figures  for  1965  although  boosters 
increased  by  134. 

The  number  of  children  born  since  1st  January,  1952,  who,  by  31st  December  1966,  had 
completed  a  course  of  vaccination  against  poliomyelitis  is  as  follows  : 


Age  on  31/12/66 

Under  1 

1-4 

5-9 

10-14 

1-15 

(i.e.  born  in  year) 

1966 

1962-65 

1957-61 

1952-56 

Total 

Number  immunised 

1,081 

16,613 

19,683 

19,925 

56,221 

Estimated  mid-year  child  population  ... 

5,530 

21,770 

47d00 

68,870 

Estimated  percentage  immunised 

76% 

84% 

82% 

It  is  pleasing  to  note  that  there  is  a  3%  increase  in  the  percentage  of  children  aged  between 
one  year  and  five  years  who  have  been  protected  against  poliomyelitis.  There  is  however,  a  fall 
of  3%  in  the  5  year  to  14  years  age  group.  Overall  there  has  been  a  fall  of  2%. 

No  percentage  has  been  given  for  children  born  during  1966  as  it  is  not  the  policy  to  vac¬ 
cinate  children  against  poliomyelitis  before  they  are  six  months  old,  therefore  only  one  third 
of  the  children  born  during  the  year  could  have  completed  a  primary  course  of  vaccination. 
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PERSPECTIVE  IN  CHEST  DISEASE 
Deaths  in  Northamptonshire 
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(e)  Tetanus  immunisation 

As  it  is  the  policy  for  health  visitors  to  be  attached  to  general  practitioners’  practices  it  was 
decided  that  the  scheme  whereby  Kettering  General  Hospital  informed  the  Health  Department 
of  patients  failing  to  attend  for  a  second  injection  against  tetanus,  needed  to  be  modified,  and 
this  will  be  done  in  1967. 

During  1966  the  county  health  visitors  followed  up  948  defaulters  ;  a  total  of  2,938  patients 
received  two  injections  at  the  hospital  ;  and  2,946  patients  who  had  received  two  injections 
during  1965  were  sent  reminders  to  attend  hospital  or  their  family  doctor  for  third  injections. 

(f)  Anthrax  vaccination 

A  stock  of  anthrax  vaccine  is  kept  in  the  Health  Department.  This  is  available  to  general 
practitioners  for  use  in  inoculating  workers,  chiefly  in  tanneries  and  similar  establishments, 
who  are  at  special  risk  of  contracting  the  disease.  So  far,  the  demand  for  the  vaccine  has  been 
very  small. 

(g)  Yellow  fever  vaccination 

The  clinic  for  yellow  fever  vaccination  continued  to  be  held  every  Thursday  morning  in 
Northampton.  During  the  year,  640  persons  who  were  intending  to  travel  to  yellow  fever 
areas  were  vaccinated,  comprising  421  civilians  and  219  military  personnel. 

3.  Tuberculosis 

(a)  Incidence  and  mortality 

At  the  end  of  the  year  1,014  cases  of  respiratory  tuberculosis  and  325  cases  of  non-respiratory 
tuberculosis  were  on  the  register.  There  were  86  new  notifications  of  the  diseases,  of  which  70 
were  respiratory  and  16  non-respiratory,  and  24  cases  were  transferred  from  other  authorities. 
In  addition,  one  posthumous  notification  was  received. 

The  Registrar  General  reported  15  deaths  from  tuberculosis  (eight  respiratory  and  seven 
non-respiratory),  this  being  five  more  than  in  1965.  The  mortality  rate  for  the  combined 
urban  districts  was  4.5  per  100,000  population  and  5.4  for  the  combined  rural  districts. 

(b)  B.C.G.  vaccination  of  school-children 

This  subject  is  dealt  with  in  Part  II  page  15. 

(c)  Extra  nourishment  grants 

Grants  of  free  milk  were  made  to  six  patients  on  the  recommendation  of  the  chest  physician. 

(d)  Long  stay  immigrants 

Since  January  1965,  local  health  authorities  have  been  informed  of  all  immigrants  who 
have  been  referred  to  port  medical  officers.  The  health  visitors  visit  the  immigrants  to  encourage 
them  to  register  with  general  practitioners  and  to  have  chest  X-ray  examinations.  The  result 
of  the  X-ray  is  sent  to  the  County  Health  Department  and  is  then  passed  to  the  general  practi¬ 
tioner  with  whom  the  immigrant  has  registered.  The  following  shows  the  number  of  notifications 
received  and  the  number  of  successful  visits  made. 
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Notifications 

Visits 

Commonwealth 

Caribean 

29 

24 

India 

5 

3 

Pakistan 

1 

1 

Other  Asian 

4 

3 

African  ... 

4 

4 

Other 

14 

14 

Non-Commonwealth 

European 

46 

39 

Other 

1 

1 

Total 

104 

89 

Of  the  89  immigrants  who  were  visited  during  1966,  44  received  X-ray  examinations  arranged 
by  the  County  Health  Department,  while  another  four  had  already  received  X-rays  at  the  port 
of  arrival.  Since  November  1965,  when  X-ray  examinations  were  first  arranged  by  this  depart¬ 
ment,  112  visits  have  been  made  and  62  immigrants  have  received  X-ray  examinations.  All 
the  X-rays  were  found  to  be  satisfactory. 

(e)  Reports  of  Chest  Physicians 

The  following  comments  are  based  on  the  annual  report  on  the  chest  service  of  the  Kettering 
and  District  Hospital  Management  Committee  area,  prepared  by  Dr.  O.  E.  Fisher,  consultant 
chest  physician. 

Area  served 

The  chest  service  under  review  consists  of  Rushden  Hospital  and  associated  chest  clinics, 
and  it  serves  a  population  of  212,000  in  the  north-eastern  part  of  the  county. 

Clinic  premises 

Nuffield  Diagnostic  Centre,  Corby 
General  Hospital,  Kettering 
St.  Mary’s  Hospital,  Kettering 
Rushden  Hospital 
Rock  Street,  Wellingborough 

In  addition,  Dr.  G.  Gerrard  is  responsible  for  the  mobile  radiography  unit  based  at  North¬ 
ampton.  About  one  quarter  of  new  cases  are  now  referred  to  the  clinics  by  general  practitioners 
via  the  mobile  X-ray  service  which  has  replaced  conventional  mass  radiography. 

Hospital  beds 

There  are  68  beds  at  Rushden  Hospital  for  the  treatment  of  chest  cases.  Due  to  the  decline 
in  tuberculosis  the  numbers  of  long  stay  cases  have  fallen  steeply  in  the  past  ten  years  and  usually 
only  about  70%  of  the  beds  are  occupied.  However,  one  ward  is  to  be  converted  into  a  unit  for 
nursing  mentally  subnormal  children  which  will  reduce  the  number  of  chest  beds  to  48  and 
restrict  admissions  of  certain  types  of  cases  that  have  been  freely  admitted  in  the  past,  such 
as  terminal  cancer  cases. 


Chest  clinic  statistics 
1 .  New  cases  seen 

(a)  Tuberculosis — non-respiratory  ...  ...  ...  ...  ...  12 

—respiratory  ...  ...  ...  sputum  positive  24 

sputum  negative  24 

(b)  Tuberculosis — notified  ...  ...  ...  ...  ...  60 
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2.  Registered  cases 

(a)  Notified  cases  of  tuberculosis  on  clinic  register  at  end  of  year  ...  ...  367 

(b)  Number  regarded  as  drug  resistant  ...  ...  ...  ...  4 

(i.e.  positive  cases  after  six  months  of  adequate  chemotherapy) 

3.  Contacts 

(a)  Number  first  seen  during  year  ...  ...  ...  ...  ...  1,079 

(b)  Number  examined  (i)  at  clinic  ...  ...  ...  ...  ...  442 

(ii)  by  ancillary  medical  services  ...  ...  ...  637 

(c)  Number  subsequently  notified  ...  ...  ...  ...  ...  8 

(d)  Number  of  B.C.G.  vaccinations  ...  ...  ...  ...  ...  321 

4.  Clinic  attendances 

(a)  New  cases  ...  Consultations  ...  ...  ...  ...  1,044 

Contacts  ...  ...  ...  ...  442 

Total  ...  ...  ...  ...  ...  1,486 

(b)  Re-attendances  ...  Total  ...  ...  ...  ...  ...  2,943 

5.  N on-tuberculous  diseases  diagnosed  in  new  cases  attending  chest  clinics 

Acute  respiratory  infections,  including  pneumonia  ...  ...  ...  159 

Chronic  bronchitis  and  emphysema,  including  cor  pulmonale  ...  ...  147 

Lung  cancer  ...  ...  ...  ...  ...  ...  ...  76 

Acquired  heart  disease  ...  ...  ...  ...  ...  ...  30 

Bronchiectasis  ...  ...  ...  ...  ...  ...  ...  22 

Asthma  ...  ...  ...  ...  ...  ...  ...  19 

Sarcoidosis  ...  ...  ...  ...  ...  ...  ...  12 

Spontaneous  pneumothorax  ...  ...  ...  ...  ...  8 

Other  malignant  neoplasms  ...  ...  ...  ...  ...  8 

Pneumoconiosis  ...  ...  ...  ...  ...  ...  7 

Haemoptysis  (unexplained)  ...  ...  ...  ...  ...  5 

Simple  tumours  and  cysts  ...  ...  ...  ...  ...  2 

Non-tuberculous  effusions,  including  empyema  ...  ...  ...  2 

Congenital  heart  disease  ...  ...  ...  ...  ...  1 

Miscellaneous  ...  ...  ...  ...  ...  ...  ...  84 

No  abnormality  detected  ...  ...  ...  ...  ...  199 

Rushden  Hospital  (in-patient  statistics) 

1.  In  hospital,  1st  January,  1966  ...  ...  ...  ...  ...  42 

2.  Admissions  during  year  ...  ...  ...  ...  ...  ...  329 

3.  Discharges  (including  deaths)  during  year: 

(a)  Tuberculosis  ...  ...  ...  ...  ...  ...  54 

(b)  Tumours  ...  ...  ...  ...  ...  ...  124 

(c)  Acute  infections  ...  ...  ...  ...  ...  ...  39 

(d)  Chronic  bronchitis...  ...  ...  ...  ...  ...  54 

(e)  Cardiac  and  cardio-respiratory  failure  ...  ...  ...  16 

(f)  Asthma  ...  ...  ...  ...  ...  ...  ...  14 

(g)  Bronchiectasis  ...  ...  ...  ...  ...  ...  9 

(h)  Other  conditions  ...  ...  ...  ...  ...  25 

Total  ...  335 

4.  Deaths 

(a)  Tuberculosis  ...  ...  ...  ...  ...  ...  l 

(b)  All  other  conditions  ...  ...  ...  ...  ...  52 

5.  In  hospital,  December  31st,  1966  ...  ...  ...  ...  ...  36 

6.  Available  beds  at  end  of  year  ...  ...  ...  ...  ...  68 

7.  Average  occupied  beds  during  the  year  ...  ...  ...  ...  46 


T  uberculosis 

Notifications  fell  from  65  in  1965  to  60  in  1966,  of  which  48  were  respiratory  ;  78  names  were 
removed  from  the  clinic  register  as  recovered  and  the  considerable  decline  in  the  prevalence  of 
tuberculosis  is  illustrated  by  the  reduction  in  notified  cases  on  the  register  from  905  in  1958  to 
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367  in  1966,  a  decline  of  60%  in  eight  years.  During  the  year  15  patients  died,  but  only  two  still 
had  active  tuberculosis  and  in  only  one  case  was  tuberculosis  the  direct  cause  of  death.  Seven 
deaths  were  due  to  cor  pulmonale,  and  in  all  these,  lung  damage  from  previous  tuberculosis  was 
a  contributory  cause  of  death. 

Drug  resistance 

This  is  not  a  major  problem  and  there  is  evidence  that  it  may  be  declining  with  the  death  of 
many  of  the  old  chronic  cases  initially  diagnosed  in  the  pre-chemotherapy  era. 

There  were  only  four  drug  resistant  cases  on  31st  December,  1966,  compared  with  eleven, three 
years  ago. 

Tuberculosis  in  pregnant  women 

General  practitioners  are  encouraged  to  refer  antenatal  patients  to  the  mobile  units  for 
routine  chest  X-rays  to  exclude  tuberculosis. 

Two  cases  of  respiratory  tuberculosis  were  discovered,  and  a  third  woman  was  found  to  have 
pulmonary  tuberculosis  within  six  months  of  confinement,  the  baby  also  being  infected. 

There  is  controversy  as  to  the  advisability  of  exposing  pregnant  women  to  routine  chest 
X-ra}?s  now  that  tuberculosis  has  declined.  The  value  of  routine  chest  X-rays  is  confirmed  by 
the  fact  that  in  the  past  seven  years  14  instances  of  pulmonary  tuberculosis  have  been  detected 
in  antenatal  patients,  which  is  about  double  the  pick-up  rate  for  the  general  population.  More¬ 
over,  the  unborn  babies  have  been  protected  and  this  is  in  sharp  contrast  to  four  patients  dis¬ 
covered  to  have  pulmonary  tuberculosis  within  six  months  of  their  confinements,  none  of  whom 
had  had  antenatal  chest  X-rays.  All  four  babies  were  already  infected  by  the  time  the  mothers 
were  diagnosed. 

Lung  cancer 

In  contrast  to  tuberculosis,  admissions  for  lung  cancer  continue  to  rise,  and  now  constitute 
one  third  of  all  admissions  to  Rushden  Hospital.  There  were  117  admissions  compared  with 
91  in  1965,  of  which  36  were  readmissions  for  post-operative  convalescence  or  terminal  care. 
As  the  number  of  admissions  increase,  the  number  suitable  for  surgery  seems  to  decrease,  and 
of  81  new  cases  only  seven  were  operable.  This  trend  of  decreasing  operability  is  probably  due 
to  the  fact  that  the  average  age  of  lung  cancer  patients  is  rising,  and  may  be  a  favourable  omen 
for  the  future,  as  national  figures  reveal  that  lung  cancer  is  no  longer  increasing  in  younger  men 
under  50.  The  incidence  in  the  elderly  continues  to  rise,  however. 

Mass  radiography 

Due  to  the  low  yield  of  significant  tuberculosis,  routine  community  surveys  by  conventional 
mass  radiography  ceased  in  1964.  Instead,  two  mobile  units  carry  out  a  scheduled  weekly 
programme,  visiting  sites  in  Northamptonshire  to  X-ray  general  practitioners’  referrals.  The 
units  also  carry  out  surveys  of  vulnerable  groups  such  as  factory  contacts  and  positive  tuberculin 
reactors  in  schoolchildren.  The  general  practitioner  service  has  proved  very  popular  and  about 


one  quarter  of  all  new 

cases  seen 

at  chest  clinics  are  now 

referred 

via  this  service 

Survey 

Number 

X-rayed 

Number 
referred 
to  chest 

clinics 

A  ctive 
respiratory 
tuberculosis 

Rate 

per 

1,000 

Lung  cancer 

Not  yet 
diagnosed 

Groups 

...  14,580 

77 

9 

.62 

7 

10 

G.P.  referrals 

5,741 

252 

14 

2.44 

35 

16 

Community 

68 

•  - 

— 

— 

— 

.  — 
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(2)  The  following  report  is  based  on  notes  which  have  been  supplied  by  Dr.  N.  O’Leary  who 
works  in  the  south-west  of  the  county,  with  a  population  of  approximately  94,000. 

Clinic  premises 

Creaton  Hospital 

Danetre  Hospital,  Daventry 

St.  Matthew’s  Parade,  Northampton. 

Chest  clinic  statistics 


1 .  New  cases  seen 

(a)  Tuberculosis — non-respiratory  ...  ...  ...  ...  ...  5 

— respiratory  ...  ...  ...  sputum  positive  5 

sputum  negative  2 

(b)  Tuberculosis — notified  ...  ...  ...  ...  ...  ...  10 

2.  Registered  cases 

(a)  Notified  cases  of  tuberculosis  on  clinic  register  at  end  of  year...  ...  223 

(b)  Number  regarded  as  drug  resistant  ...  ...  ...  ...  2 

(i.e.  positive  cases  after  six  months  of  adequate  chemotherapy) 

3.  Contacts 

(a)  Number  first  seen  during  year  ...  ...  ...  ...  ...  163 

(b)  Number  examined  ...  ...  ...  ...  ...  ...  163 

(c)  Number  subsequently  notified  ...  ...  ...  ...  ...  Nil 

4.  Clinic  attendances 

(a)  New  cases  ...  ...  ...  ...  ...  consultations...  244 

contacts  ...  163 

X-ray  clinic  ...  35 

442 

(b)  Re-attendances  ...  ...  ...  ...  ...  ...  ...  1,529 


Comments 

The  year  was  uneventful  and  there  were  no  clinic  staffing  difficulties.  Fewer  new  cases  of 
pulmonary  tuberculosis  were  seen,  all  of  whom  were  treated  initially  as  in-patients,  with  a  very 
good  response.  There  are  four  cases  on  the  register  known  to  have  an  intermittently  positive 
sputum,  but  only  one  of  these  qualifies  as  a  resistant  case.  The  other  resistant  case  cannot  be 
given  the  surgery  required  because  of  his  advanced  age  and  other  disabling  illness.  This  year, 
as  in  previous  years,  a  high  proportion  of  new  contacts  seen  were  contacts  of  cases  occurring 
elsewhere. 

A  close  liaison  was  established  with  the  School  B.C.G.  Service  following  the  discovery  of  a 
case  of  tuberculosis  in  a  schoolchild. 

There  was  again  an  increase  in  the  number  of  cases  of  bronchial  carcinoma  seen . 

In  the  hospital,  very  good  use  is  being  made  of  surplus  beds  for  general  surgery  even  though 
the  nursing  staff  was,  at  times,  stretched  to  the  limit.  At  the  moment,  the  staffing  position 
seems  much  easier. 
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4.  Venereal  disease 

Clinics  for  the  diagnosis  and  treatment  of  venereal  diseases  are  held  at  Kettering  General 
Hospital,  Northampton  General  Hospital  and  Peterborough  Memorial  Hospital. 


The  number  of  county  patients  attending  for  the  first  time  was  : 


Other 

Syphilis 

Gonorrhoea 

condition 

Kettering  General  Hospital  . 

.  2 

26 

60 

Northampton  General  Hospital . 

.  1 

29 

61 

Peterborough  Memorial  Hospital  .. 

.  1 

6 

16 

Total  . 

.  4 

61 

137 

These  figures  show  a  slight  increase  in 

syphilis  compared  with  1965,  when  only 

one  case  was 

reported,  a  marked  rise  in  the  incidence  of  gonorrhoea  (from  47  to  61)  and  a  substantial  drop 
(from  167  to  137)  in  other  venereal  infections. 
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LIAISON  ARRANGEMENTS 


As  in  previous  years,  it  is  not  the  object  of  this  chapter  to  summarise  all  the  many  liaison 
arrangements  which  exist  between  the  County  Health  Department  and  other  organisations 
both  statutory  and  voluntary.  Reference  to  such  work  will  be  found  throughout  this  report, 
and  the  intention  here  is  simply  to  summarise  certain  developments  which  occurred  during  1966. 

1.  Hospital 

The  arrangements  described  in  the  previous  report  for  the  joint  appointment  of  a  consultant 
geriatrician  materialised  when  Dr.  B.  K.  Samtani  took  up  duty  on  1st  January,  1966  (see  also 
page  58). 

A  further  step  towards  integrating  the  work  of  the  local  health  authority  and  the  paediatric 
department  of  Kettering  General  Hospital  was  taken  by  the  appointment  of  Dr.  J.  C.  Maclnnes, 
Senior  Assistant  Medical  Officer,  as  an  honorary  clinical  assistant.  The  County  Health  Depart¬ 
ment  has  always  had  the  benefit  of  much  help,  advice  and  co-operation  from  Dr.  R.  Wigglesworth 
the  senior  consultant  paediatrician,  and  the  new  appointment  will  help  to  cement  this  happy 
relationship  between  the  hospital  and  community  aspects  of  child  care. 

2.  General  practice 

The  year  saw  the  further  development  of  the  attachment  scheme  for  health  visitors  and 
the  implementation  of  similar  arrangements  for  district  nurse/midwives.  By  the  end  of  the 
year  the  numbers  of  general  practitioners  to  which  each  of  these  categories  of  staff  were  attached 
were  91  and  54  respectively.  These  numbers  represent  76%  and  45%  respectively  of  family 
doctors  practising  predominantly  in  the  county. 

3.  Voluntary  organisations 

Mention  is  made  throughout  the  report  of  the  co-operation  received  from  voluntary  organisa¬ 
tions  in  various  fields.  An  addition  to  the  arrangements  described  in  previous  reports  occurred 
at  Kettering,  where  the  British  Red  Cross  Society  has  undertaken  responsibility  for  the  bed¬ 
bathing  of  certain  elderly  patients. 

4.  Other  departments  of  the  County  Council 

In  addition  to  the  arrangements  for  liaison  which  have  been  described  in  previous  reports, 
the  Joint  Sub-Committee  of  the  Health  and  Welfare  Committees  considered  the  suggestion 
that  the  two  Departments  should  be  combined.  Whilst  members  of  the  Health  Committee 
were  in  favour  of  amalgamation,  the  Welfare  Committee  was  of  the  opinion  that  such  a  step 
would  be  detrimental  to  its  services.  In  consequence,  a  special  sub-committee,  consisting  of 
representatives  of  these  two  committees  and  of  the  General  Purposes  Committee,  held  a  meeting 
on  the  subject  and,  by  a  majority  vote,  decided  to  maintain  the  status  quo,  although  accepting 
that  there  might  be  certain  aspects  of  the  existing  administrative  procedures  for  the  provision  of 
services  to  the  public  by  the  Health  and  Welfare  Departments  which  could,  with  advantage,  be 
reviewed. 

For  the  record,  the  main  part  of  a  report  summarising  the  arguments  in  favour  of  amalgama¬ 
tion  of  the  Health  and  Welfare  Departments  is  published  as  Appendix  B  (page  95). 
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RESEARCH,  PUBLICATIONS, 

AND  POSTGRADUATE  AND  OTHER  VISITORS 

1.  Research 

Operational  research  is  an  essential  function  of  any  health  department,  and  several  examples 
of  this  type  of  work  were  undertaken  during  the  year.  These  included  a  study  of  the  value  of 
the  home  help  service  in  keeping  old  people  in  their  own  homes  (page  61)  and  an  investigation 
into  the  working  of  the  domiciliary  occupational  therapy  service  (on  which  a  report  will  be 
presented  at  a  future  date).  Other  aspects  of  operational  research  are  mentioned  elsewhere  in 
this  report. 

The  pilot  study  of  young  chronic  sick  patients  in  hospital  and  in  the  community,  undertaken 
at  the  request  of  the  Ministry  of  Health,  is  described  in  Appendix  A  (page  93).  The  investiga¬ 
tion  into  social  and  medical  factors  involved  in  the  domiciliary  and  hospital  care  of  uncompli¬ 
cated  maternity  cases,  which  was  completed  in  1965,  is  now  awaiting  publication  in  the  British 
Medical  Journal,  while  the  study  of  diabetic  children  to  which  reference  has  been  made  in 
previous  annual  reports,  has  already  appeared  in  that  Journal. 

2.  Publications 

Reid,  J.  J.  A.  (1966).  Chapter  in  “  The  principles  of  health  visiting  ”,  edited  by  Miss  P.  J. 
Cunningham,  London,  Faber  &  Faber. 

Beardmore,  M.  and  Reid,  J.  J.  A.  (1966).  Diabetic  children.  B.M.J.  2,  1383. 

Reid,  J.  J.  A.  (1966).  Current  trends  in  British  public  health — Canadian  Journal  of  Public 
Health,  57,  281. 

Reid,  J.  J.  A.  (1966).  Public  health  interest  in  nutrition.  Nutrition,  London,  120,  144. 

Reid,  J.  J.  A.  (1966).  Diabetes  control  in  Britain — News  Bulletin  of  the  International 
Diabetes  Federation,  11,  14. 

3.  Visitors 

As  in  previous  years,  a  wide  variety  of  postgraduate  and  undergraduate  visitors  came  to 
the  Department.  These  included  the  President  of  the  American  Hospitals  Association  ;  doctors 
from  India  and  Canada  studying  for  the  Diploma  in  Public  Health  at  the  London  School  of 
Hygiene  and  Tropical  Medicine,  and  a  postgraduate  nutritionist  from  that  establishment  ; 
undergraduates  from  the  Royal  Free  Hospital,  London  ;  a  senior  civil  servant  from  Pakistan  ; 
and  a  health  education  study  group  from  the  London  D.P.H.  course,  including  doctors  from 
Australia,  Israel,  Nigeria,  Rhodesia,  Sweden,  Bolivia,  Ceylon  and  Taiwan.  A  visit  was  also 
paid  by  a  Supervisor  of  Health  Services,  Ministry  of  Public  Health,  Cairo,  and  by  a  psychiatric 
social  worker  from  the  Ministry  of  Health,  Israel.  Both  of  these  visitors  were  concerned  with 
mental  health  problems  and  the  care  of  the  aged. 

Once  again  the  county  welcomed  members  of  a  course  on  administration  from  King  Edward’s 
Hospital  Staff  College,  London,  who  were  concerned  with  studying  the  inter-relationship  between 
hospital  and  community  health  services. 
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ENVIRONMENTAL  HYGIENE 


1.  Water  supply  and  sewage  disposal 

(a)  Approval  in  principle 

The  following  schemes  were  submitted  to  the  County  Council  in  accordance  with  the  provisions 
of  the  Rural  Water  Supplies  and  Sewerage  Acts,  1944-1951,  and  were  approved  in  principle. 


Authority 

Brackley  R.D.C.  ... 

Brixworth  R.D.C. 
Bucks.  Water  Board 
Towcester  R.D.C.  ... 


Scheme 

Marston  St.  Lawrence  main  drainage  ... 

King’s  Sutton,  Aynho  and  Charlton 

Brington  sewerage  and  sewage  disposal 

Water  main  extension,  Priors  Hardwick  Road,  Upper  Boddington 
Main  drainage  of  Wood  Burcote  and  southwest  Towcester 


Estimated  cost 

£15,650 

£184,000 

£68,500 

£623 

£16,640 


(b)  Contributions  made 

The  County  Council  agreed  to  make  the  following  contributions  in  accordance  with  the 
approved  scale. 

County  Council's 


A  uthority 

Scheme 

Estimated 

Cost 

Ministry  of  Housing  and 
Local  Government  grant 

contribution 
(capital  sum) 

Brackley  R.D.C. 

Evenley  sewerage 

£33,200 

Half-yearly  payments  of 
£328  for  30  yrs. 

£8,286 

Whitfield  main 
drainage 

£22,176 

Half-yearly  payments  of 
£233  for  30  years 

£5,886 

Bucks.  Water 

Board 

Water  main  extension, 
Priors  Hardwick 
Road,  Upper 
Boddington 

£623 

£105  (capital  sum) 

£105 

Daventry  R.D.C. 

Weedon  and  Flore 

£76,000 

£1,960  (capital  sum) 

£1,960 

sewerage 


(c)  Revised  contributions 

The  County  Council  revised  its  contribution  in  the  light  of  revisions  made  by  the  Ministry 
of  Housing  and  Local  Government  as  follows  : 

County  Council's 
contribution 
(capital  sum) 
Original  Revised 

£13,125  £14,046 


A  uthority 

Brixworth 

R.D.C. 


Scheme 

Brixworth 

Sewerage 


Estimated  cost 
Original  Revised 

£49,000  £81,290 


Ministry  of  Housing  and 
Local  Government  grant 


Bucks.  Water 
Board 


Mid-Bucks. 

Water 


Original 

Half-yearly 
payments  of 
£500  for 
30  years 

Half-yearly 


Revised 

Half-yearly 
payments  of 
£535  for 
30  years 

Half-yearly 


£1,370,640 
(approximately  one- 
seventh  is  attributable 
to  the  rural  areas  in  30  years  30  years 
this  County) 


£24,760  £27,065 


payments  of  payments  of 
£3,785  for  £4,150  for 
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2.  Rural  housing 

The  activities  of  rural  housing  authorities  during  1966  are  summarised  in  this  table  which 
also  indicates  their  achievements  in  the  entire  post-war  period. 


Total  Post-war  houses 


Popula¬ 

tion 

est.  1966 

Under 

construction 
at  31/12/66* 

Completed 
up  to 
31/12/65 

Completed 

during 

1966* 

post-war  houses 
completed 
at  31/12/66 

completed 
per  1,000 
population 

Brackley 

12,970 

-  (15) 

797 

23  (34) 

820 

63.2 

Brixworth 

16,690 

-(-) 

696 

-(-) 

696 

41.7 

Daventry 

17,940 

6  (  4) 

1,055 

4  (28) 

1,059 

59.0 

Kettering 

12,020 

55  (40) 

891 

16  (17) 

907 

75.5 

Northampton 

20,050 

2  (18) 

1,881 

16  (67) 

1,897 

94.6 

Oundle  and  Thrapston 

18,380 

23  (19) 

889 

13  (37) 

902 

49.1 

Towcester 

16,460 

8  (23) 

1,157 

25  (18) 

1,182 

71.8 

Wellingborough 

14,380 

4  (13) 

962 

13  (26) 

975 

67.8 

128,890 

98  (132) 

8,328 

110  (277) 

8,438 

MEAN - 65.5 

*  Figures  in  parenthesis  show  corresponding  figures  for  1965 


The  building  of  8,438  houses  by  rural  districts,  whose  total  population  is  128,890  represents 
one  new  house  for  every  15.3  persons.  In  addition,  7,891  houses  have  been  completed  by  private 
enterprise  since  the  war.  Combining  the  figures  for  public  and  private  housing,  a  total  of  16,329 
houses  has  been  completed  since  the  war  in  the  rural  districts  of  the  County,  representing  one 
for  every  7.9  members  of  the  population. 


In  the  1965  annual  report,  it  was  stated  that  667  houses  had  been  completed  by  private 
enterprise  since  the  war.  This  figure  should  have  read  6,675. 


CAUSES  OF  DEATH  IN  ADMINISTRATIVE  AREAS— URBAN  DISTRICTS. 
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CAUSES  OF  DEATH  IN  ADMINISTRATIVE  AREAS— RURAL  DISTRICTS. 


CAUSES  OF  DEATH. 

Brackley 

R.D. 

Brixworth 

R.D. 

Daventrv 

R.D. 

Kettering 

R.D. 

C 

O 

+■> 

a 

2 

4-> 

M 

o 

£ 

R.D. 

Oundle  and 

Thrapston 

R.D. 

Towcester 

R.D. 

Welling¬ 

borough 

R.D. 

Aggregate  ! 

of  R.Ds. 

M. 

F. 

M. 

F. 

M. 

F. 

M. 

F. 

M. 

F. 

M. 

F. 

M. 

F. 

M. 

F. 

M. 

F. 

ALL  CAUSES  . 

75 

51 

93 

119 

128 

77 

64 

60 

122 

115 

110 

107 

98 

98 

96 

77 

786 

704 

1  Tuberculosis,  respiratory  . 

1 

1 

1 

1 

3 

1 

2  Tuberculosis,  other  . 

i 

l 

1 

3  Syphilitic  disease . 

1 

1 

4  Diphtheria  . 

5  Whooping  Cough . 

6  Meningococcal  infections  . 

7  Acute  Poliomyelitis  . 

8  Measles . 

1 

1 

9  Other  infective  and  parasitic  diseases 

10  Malignant  neoplasm,  stomach  . 

2 

1 

3 

1 

4 

3 

2 

3 

2 

2 

2 

1 

3 

2 

4 

3 

22 

16 

11  Malignant  neoplasm,  lung,  bronchus 

7 

1 

6 

2 

8 

4 

6 

1 

10 

2 

5 

3 

6 

2 

7 

55 

15 

12  Malignant  neoplasm,  breast  . 

2 

3 

1 

2 

1 

5 

1 

6 

21 

13  Malignant  neoplasm,  uterus  . 

1 

3 

1 

1 

1 

7 

14  Other  malignant  &  lymphatic  neoplasms 

5 

2 

6 

10 

13 

9 

4 

6 

14 

9 

10 

12 

6 

9 

8 

6 

66 

63 

15  Leukaemia,  aleukaemia . 

1 

1 

2 

1 

1 

1 

1 

1 

7 

2 

16  Diabetes  . 

2 

1 

1 

2 

1 

1 

i 

1 

1 

1 

I 

I 

4 

10 

17  Vascular  lesions  of  nervous  system 

7 

8 

10 

21 

13 

14 

8 

6 

13 

18 

13 

20 

12 

20 

9 

9 

85 

116 

18  Coronary  disease,  angina  . 

25 

11 

18 

27 

41 

12 

18 

10 

31 

24 

30 

17 

25 

14 

18 

14 

206 

129 

19  Hypertension  with  heart  disease... 

1 

1 

1 

1 

3 

1 

1 

5 

1 

2 

2 

3 

3 

2 

12 

15 

20  Other  heart  disease  . 

5 

7 

8 

24 

16 

12 

4 

8 

8 

7 

12 

17 

9 

22 

9 

7 

71 

104 

21  Other  circulatory  disease  . 

5 

2 

5 

4 

6 

5 

1 

4 

9 

16 

1 

5 

6 

3 

7 

4 

40 

43 

22  Influenza  . 

1 

2 

2 

1 

1 

2 

\ 

3 

3 

10 

0 

23  Pneumonia  . 

4 

4 

6 

3 

4 

"1 

i 

2 

9 

8 

3 

4 

3 

~5 

3 

3 

33 

30 

24  Bronchitis . 

3 

1 

12 

4 

6 

— 

3 

2 

8 

4 

11 

3 

6 

1 

7 

2 

56 

17 

25  Other  diseases  of  respiratory  system 

1 

1 

1 

2 

2 

1 

2 

1 

1 

1 

1 

1 

9 

6 

26  Ulcer  of  stomach  and  duodenum... 

1 

1 

1 

1 

1 

2 

2 

1 

6 

4 

27  Gastritis,  enteritis  and  diarrhoea... 

i 

1 

1 

1 

1 

5 

28  Nephritis  and  nephrosis  . 

1 

1 

i 

1 

i 

1 

3 

3 

29  Hyperplasia  of  prostate  . 

1 

2 

i 

2 

6 

30  Pregnancy,  childbirth,  abortion  ... 

31  Congenital  malformations . 

2 

l 

i 

1 

2 

1 

1 

i 

5 

5 

32  Other  defined  and  ill-defined  diseases 

3 

8 

7 

9 

2 

5 

6 

9 

5 

11 

6 

7 

8 

6 

9 

8 

46 

63 

33  Motor  vehicle  accidents . 

2 

1 

3 

2 

2 

6 

1 

2 

1 

19 

1 

34  All  other  accidents . 

2 

i 

3 

2 

1 

2 

3 

i 

3 

4 

3 

3 

4 

17 

15 

35  Suicide  . 

1 

2 

1 

1 

1 

1 

4 

3 

36  Homicide  and  operations  of  war  ... 

Live  Births  (-Total 

120 

138 

130 

104 

168 

177 

101 

95 

200 

154 

144 

134 

148 

179 

113 

146 

1124 

1127 

Legitimate 

114 

130 

126 

100 

162 

169 

91 

88 

193 

146 

134 

123 

136 

165 

110 

137 

1066 

1058 

l  Illegitimate 

6 

8 

4 

4 

6 

8 

10 

7 

7 

8 

10 

11 

12 

14 

3 

9 

58 

69 

Still  Births  r  Total 

1 

2 

1 

2 

2 

2 

2 

1 

2 

8 

7 

Legitimate 

1 

2 

1 

1 

2 

2 

2 

1 

2 

7 

7 

l  Illegitimate 

1 

i 

Deaths  of  Infants  r  Total  ... 

3 

1 

2 

3 

2 

2 

2 

1 

4 

1 

1 

3 

4 

1 

19 

11 

under  1  year  -j  Legitimate 

2 

1 

2 

3 

2 

1 

2 

1 

4 

1 

1 

3 

4 

1 

18 

10 

of  age  l  Illegitimate  ... 

i 

1 

1 

1 

Deaths  of  Infants  r  Total  ... 

3 

1 

2 

2 

2 

1 

1 

1 

2 

1 

2 

3 

1 

14 

8 

under  4  weeks  Legitimate 

2 

1 

2 

2 

2 

1 

1 

2 

1 

2 

3 

1 

13 

7 

of  age  c  Illegitimate  ... 

1 

1 

1 

i 

Deaths  of  Infants  r  Total  ... 

3 

1 

2 

2 

2 

1 

1 

1 

2 

1 

2 

2 

1 

13 

8 

under  1  week  -<  Legitimate 

2 

1 

2 

2 

2 

1 

1 

2 

1 

2 

2 

1 

12 

7 

of  age  l  Illegitimate  ... 

1 

i 

... 

1 

1 

Estimated  mid-year  Home  Population 

12,970 

16,690 

17,940 

12,020 

20,050 

18,380 

16,460 

14,380 

128,890 

Comparability  Factors  Births 

1 

12 

1.11 

1. 

15 

1.13 

1.08 

1. 

11 

1.09 

1.10 

1.11 

Deaths 

1 

05 

0.81 

0.93 

1.02 

0.65 

1.03 

0.95 

0.95 

0.89 

CAUSES  OF  DEATH  AT  DIFFERENT  PERIODS  OF  LIFE  IN  THE  ADMINISTRATIVE  COUNTY  OF  NORTHAMPTON. 
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APPENDIX  A 

YOUNG  CHRONIC  SICK  IN  NORTHAMPTONSHIRE 

Report  on  a  survey 

Whilst  chronic  sickness  is  most  commonly  associated  with  the  elderly,  it  can  be  found  in 
young  members  of  the  population  and,  amongst  the  latter,  frequently  gives  rise  to  both  medical 
and  social  problems. 

In  an  attempt  to  obtain  information  about  the  size  and  nature  of  the  difficulties  associated 
with  young  chronic  sick  patients,  an  approach  was  made  by  the  Ministry  of  Health  to  the  County 
Health  Department,  in  association  with  the  Oxford  Regional  Hospital  Board,  and  it  was  decided 
to  carry  out  a  study  both  in  the  community  and  in  its  associated  hospitals.  Young  chronic 
sick  were  defined  as  being  all  persons  between  15  and  60  years  of  age  who  were  prevented  by 
physical  handicap  from  leading  normal  lives  or  working  in  open  competitive  employment. 
Persons  who  were  mentally  subnormal,  blind,  or  deaf  and  dumb,  or  who  were  suffering  from 
mental  illness  (except  where  this  was  secondary  to  the  physical  disability)  were  excluded  from 
the  survey. 

The  survey 

In  June  1965,  health  visitors  and  district  nurses  were  asked  to  supply  details  of  any  patients 
known  to  them  and  falling  within  the  category  defined  above.  Simultaneously,  the  Oxford 
Regional  Hospital  Board  contacted  hospitals  likely  to  have  such  patients  from  the  county  of 
Northamptonshire  in  their  wards  and,  where  additional  information  was  required  about  such 
patients,  this  was  supplied  by  health  visitors.  In  each  case,  a  survey  form,  designed  in  con¬ 
sultation  with  Dr.  A.  Barr,  Statistician  and  Chief  Records  Officer  of  the  Hospital  Board,  was 
completed  by  the  health  visitor  or  nurse  concerned,  and  these  forms  were  subsequently  examined 
by  the  County  Superintendent  Nursing  Officer,  and  were  also  cross-checked  with  the  register 
of  handicapped  persons  kept  by  the  County  Welfare  Officer. 

Results 

A  total  of  216  patients  were  notified  as  a  result  of  the  survey,  and  198  of  these  (86  men  and 
112  women)  were  at  home,  whilst  18  (five  men  and  13  women)  were  in  hospital.  Thus,  the 
incidence  of  young  chronic  sick  patients  in  the  community,  based  on  a  county  population  of 
305,360,  was  70  per  100,000,  of  whom  64  per  100,000  were  at  home,  and  6  per  100,000  were  in 
hospital. 

The  disabilities  from  which  the  patients  were  suffering  covered  a  wide  range.  The  largest 
group  (127)  was  made  up  of  those  with  neurological  handicaps  (including  strokes)  ;  followed  by 
45  suffering  from  musculo-skeletel  (including  arthritic)  conditions  ;  15  from  respiratory  disease  ; 
10  from  cardiovascular  conditions  ;  10  from  tuberculous  conditions  ;  and  nine  from  a  variety 
of  other  diseases.  In  the  hospital  group,  neurological  conditions  accounted  for  no  less  than  14 
of  the  18  patients  included  in  the  survey. 

The  duration  of  the  disabilities  ranged  from  under  five  to  more  than  35  years,  with  81 
patients  having  suffered  from  handicap  for  less  than  10  years  ;  60  patients  between  10  and 
20  years  ;  and  75  with  histories  extending  over  even  longer  periods. 

Patients  at  home 

Of  the  198  patients  who  were  being  cared  for  at  home,  only  four  were  totally  bedridden, 
although  a  further  44  were  largely  confined  to  chairs.  Fifty-five  were  able  to  walk  either  with 
help  or  by  using  crutches,  and  93  could  do  so  unassisted,  73  of  the  latter  being  able  to  climb 
stairs.  In  two  cases,  information  about  mobility  was  incomplete. 
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Relatives  gave  help  to  137  (69%)  of  the  198  patients,  the  remainder  having  to  cope  without 
family  help  although  they,  in  common  with  the  others,  mostly  received  assistance  from  home 
helps,  district  nurses,  health  visitors,  general  practitioners,  or  from  other  sources.  The  need 
for  help  arose  most  frequently  with  washing  and  bathing,  followed  by  dressing,  going  to  the 
w.c.,  and  heavy  lifting  of  patients.  Incontinence  was  not  a  major  problem. 

In  the  158  cases  where  it  was  possible  to  give  some  assessment  of  the  attitudes  of  relatives, 
approximately  four-fifths  appeared  to  be  reasonably  adjusted  to  having  to  care  for  the  disabled 
member  of  the  household,  but  the  remaining  one-fifth  were  showing  signs  of  stress  or  anxiety. 

In  the  167  instances  where  it  was  possible  to  make  an  assessment,  it  was  considered  that 
103  (62%)  were  receiving  all  the  help  which  they  required  but,  in  the  remaining  64  (38%), 
further  assistance  seemed  to  be  needed.  The  nature  of  this  included  the  supply  of  ground  floor 
accommodation,  adaptation  to  housing  such  as  the  supply  of  handrails  or  ramps,  or  modernisation 
of  the  w.c.  or  bathroom. 

In  the  197  cases  where  information  was  available,  it  appeared  that  approximately  one-third 
of  the  patients  would  be  able  to  undertake  some  restricted  form  of  work  at  home,  although 
approximately  two-thirds  were  unable  to  do  so.  As  regards  future  care,  two  patients  appeared 
to  be  in  immediate  need  of  hospital  accommodation,  although  it  seemed  likely  that  58  would 
require  such  provision  sooner  or  later. 

Patients  in  hospital 

All  but  one  of  the  young  chronic  sick  patients  who  were  in  hospital  at  the  time  of  the  survey 
were  in  geriatric  or  long-stay  wards,  the  solitary  exception  being  a  patient  who  was  temporarily 
in  a  surgical  ward  in  order  to  receive  treatment,  and  who  might  be  able  to  return  home  in  due 
course. 

It  is  virtually  impossible  to  separate  medical  from  social  reasons  for  admission  to  hospital 
in  this  class  of  patient,  but  it  seemed  that,  in  four  instances,  the  reason  had  been  primarily 
medical,  in  two  primarily  social,  and,  in  the  remaining  12,  a  mixture  of  both. 

Discussion 

Out  of  a  total  county  population  of  approximately  171,000  in  the  age  group  15-60  (1961 
census),  18  (10  per  100,000)  were  in  hospital,  and  60  (35  per  100,000)  would  probably  require 
permanent  hospital  care  in  the  future.  These  young  chronic  sick  patients,  although  not  numerous, 
have  special  difficulties,  both  at  home  and  on  admission  to  hospital.  Within  the  community, 
there  is  a  particular  need  to  ensure  that  all  health  and  welfare  services  are  mobilised  to  provide 
for  the  medical,  nursing  and  social  needs  of  these  people  and,  where  hospital  admission  is  likely 
to  prove  necessary,  it  is  desirable  that  this  should  be  planned  well  in  advance.  In  such  cases,  it 
is  in  general  undesirable  that  patients  should  be  admitted  to  what  are  predominantly  geriatric 
wards,  and  a  small  unit  coping  with  the  young  chronic  sick  might  well  be  a  possibility  for  an 
area  comprising  the  county  of  Northamptonshire  and  the  county  borough  of  Northampton, 
which  have  a  combined  current  population  of  some  428,000  and  are  both  rapidly  expanding. 
It  might  be  argued  that  such  a  unit  would  result  in  relatives  having  to  travel  longer  distances  in 
order  to  visit  patients  than  is  the  case  at  present  with  patients  divided  amongst  local  geriatric 
units,  but  it  should  be  remembered  that  these  patients,  in  fact,  spend  the  major  part  of  their 
time  in  company  with  each  other  rather  than  with  relatives,  and  it  is  therefore  desirable  that 
they  should  be  with  members  of  their  own  age  group.  Should  such  a  unit  be  established,  there 
would  be  particular  need  for  close  liaison  with  local  authority  departments  of  health  and  welfare. 

Acknowledgement  must  be  made  of  the  help  and  advice  given  by  Dr.  A.  Barr  and  his  colleagues  through¬ 
out  this  investigation. 
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APPENDIX  B 

SUGGESTED  AMALGAMATION  OF  COUNTY  HEALTH 
AND  WELFARE  DEPARTMENTS 

Preliminary  Report 
by  THE 

County  Medical  Officer  of  Health 

Preface 

In  the  report,  “  A  ten  year  plan  for  the  development  of  Northamptonshire’s  health  services  ”, 
which  was  accepted  in  principle  in  1963,  a  chapter  (pp.  48-51)  was  devoted  to  the  co-ordination 
of  sociomedical  services.  It  was  pointed  out  that  co-operation  is  essential  in  the  interests  of 
those  members  of  the  community  who  are  in  need  of  medical  and  social  help,  and  suggestions 
were  made  about  how  an  adequate  co-ordination  of  services  could  be  achieved  between  the 
County  Health  Department  on  the  one  hand,  and  general  practitioners,  the  hospital  service, 
voluntary  organisations  and  the  County  Welfare  Department  on  the  other. 

During  the  three  years  which  have  elapsed  since  that  report  was  accepted,  substantial 
progress  has  been  made  towards  linking  the  work  of  the  County  Health  Department  more 
closely  with  the  other  two  branches  of  the  National  Health  Service  and  with  voluntary  organisa¬ 
tions.  Similarly,  by  accepting  my  suggestion  that  a  joint  Sub-Committee  of  the  County  Health 
and  Welfare  Committees  should  be  established,  recognition  has  been  given  to  the  importance 
of  securing  adequate  liaison  between  the  two  Departments  concerned.  The  time  is  now  opportune 
to  consider  whether  a  further  step  towards  co-ordination  should  be  taken,  by  the  establishment 
of  a  combined  County  Health  and  Welfare  Department. 

The  present  Health  and  Welfare  Departments  have  responsibilities  which  overlap  widely, 
and  amalgamation  is  logical  both  in  terms  of  making  the  best  use  of  limited  supplies  of  appro¬ 
priately  trained  staff,  and  of  ensuring  that  County  Council  responsibilities  in  the  field  of  health 
and  welfare  are  kept  fully  in  line  with  the  wider,  sociomedical  services  of  the  state,  as  well  as 
with  voluntary  organisations.  My  views  on  the  principles  involved  were  formed  at  a  time 
when  I  was  not,  in  fact,  employed  in  local  government,  but  subsequent  personal  experience  of 
the  advantages  resulting  from  the  amalgamation  of  Health  and  Welfare  Departments  has 
amply  confirmed  my  belief  that  this  is  both  desirable  and,  in  the  long  run,  probably  inevitable. 

In  this  report,  the  reasons  for  my  having  reached  these  conclusions  are  set  out  in  full  in 
order  that  members  of  the  committee  may  consider  them,  as  well  as  any  counter-arguments. 
The  task  of  surveying  all  aspects  of  the  relationship  between  the  County  Health  and  Welfare 
Departments  is  one  of  considerable  magnitude,  and  further  factual  information  on  many  aspects 
will  no  doubt  be  required  from  the  various  chief  officers  involved,  and  from  other  sources. 

It  should  be  noted  that  this  report  is  concerned  solely  with  the  question  of  amalgamation 
of  the  Health  and  Welfare  Departments,  and  not  with  the  structure  of  committees,  as  none  of 
my  recommendations  involves  any  change  in  the  present  responsibilities  of  the  County  Health 
and  Welfare  Committees  or  their  Joint  Sub-Committee. 
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Part  I 

THE  CASE  FOR  AMALGAMATION 


1.  Introduction 

In  considering  the  relationship  between  the  County  Health  and  Welfare  Departments,  it 
must  be  remembered  that  both  are  only  parts  of  the  wider  medical  and  social  services  which 
serve  the  people  of  this  country.  These  services  grew  up  on  an  ad  hoc  basis,  to  meet  particular 
needs  at  particular  times,  but  in  modem  society,  the  tendency  in  all  such  services  is  towards 
integration  into  fewer  units,  each  meeting  a  wider  range  of  needs.  This  trend  is  more  economical, 
makes  better  use  of  limited  numbers  of  trained  staff,  and  helps  to  ensure  that  any  person  who  is 
in  need  of  help  can  receive  it  from  the  smallest  possible  number  of  different  sources.  In  the 
case  of  local  authority  health  and  welfare  services  there  are  historical  reasons  for  their  separate 
development,  but  the  social  and  medical  changes  which  have  come  about  during  the  past  two 
decades  clearly  point  to  the  need  for  unification  if  present  and,  more  particularly,  future  needs 
are  to  be  adequately  met. 

Local  authority  welfare  services  are  the  descendants  of  a  series  of  provisions,  dating  back 
to  the  Poor  Law  of  Elizabeth  I,  with  the  object  of  helping  the  needy  and  the  handicapped. 
Many  administrative  changes  have  inevitably  taken  place  over  the  centuries,  the  last  major 
event  being  in  1948,  when  Public  Assistance  Committees  were  abolished  and  present  patterns 
of  welfare  arrangements  established.  Since  that  time,  however,  further  sociomedical  changes 
have  come  about  and  now  call  for  a  revision  of  that  pattern.  Thus,  in  the  medical  field,  advancing 
knowledge  has  led  to  the  result  that  many  diseases  which,  in  the  past,  frequently  resulted  in 
permanent  handicap,  can  now  be  either  prevented  or  effectively  treated  ;  and  developments  in 
rehabilitation  have  ensured  that  the  concept  of  permanent  disability  calling  for  separate  welfare 
(as  distinct  from  health)  services  is  now  obsolescent.  Furthermore,  the  past  four  or  five  years 
have  seen  a  rapidly  growing  co-operation  between  local  authority  health  services  on  the  one 
hand  and  family  and  hospital  doctors  on  the  other,  with  a  wide  variety  of  schemes  for  the  joint 
use  or  attachment  of  staff.  The  clear  trend  is  towards  the  unification  of  services  and  this 
makes  it  especially  desirable  to  bring  local  authority  welfare  services  into  direct  line  with  the 
main  sociomedical  facilities  of  the  National  Health  Service. 

With  the  impending  retirement  of  the  County  Welfare  Officer,  the  time  is  opportune  for  a 
consideration  of  the  future  relationship  between  the  Health  and  Welfare  Departments  of  the 
County  Council.  In  Northamptonshire,  as  elsewhere,  they  have  hitherto  developed  separately, 
but  it  is  desirable  that  the  opportunity  should  now  be  taken  to  achieve  an  amalgamation  for  the 
following  reasons  : 

(a)  It  would  provide  a  more  effective  service  for  the  public  by  eliminating  the  present  confusion 
of  responsibility  and  illogical  overlapping  of  services. 

(b)  It  would  probably  be  more  economical,  particularly  in  the  use  of  professional  staff. 

(c)  It  would  facilitate  co-ordinated  research  and  thus  lead  to  more  effective  planning  for  the 
development  of  health  and  welfare  services.  This  must  be  done  in  co-operation  with 
hospital  authorities,  general  practitioners  and  voluntary  agencies,  and  would  be  easier  if 
these  other  interested  parties  had  to  deal  with  only  one  instead  of  two  separate  departments 
of  the  County  Council. 

(d)  It  would  be  in  keeping  with  the  trend  towards  such  amalgamation  which  is  being  successfully 
followed  in  other  counties  and  county  boroughs. 
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It  must  be  emphasised  that  these  facts  are  not  intended  to  be  in  any  way  critical  of  past 
policies  or  of  the  personnel  of  either  the  Health  or  Welfare  Departments.  They  are  simply  a 
reflection  of  changing  social  needs  during  the  period  of  more  than  17  years  which  has  elapsed 
since  the  County  Council  last  reorganised  its  services  in  the  light  of  the  National  Health  Service 
Act,  the  National  Assistance  Act,  and  other  post-war  sociomedical  legislation. 

2.  Trends  in  policy 

There  is  need  for  full  co-ordination  of  the  services  run  by  the  County  Health  and  Welfare 
Committees.  The  absence  of  this  makes  for  a  standard  of  service  which  is  less  satisfactory 
than  could  be  achieved  if  common  policies  were  pursued.  This  was  repeatedly  made  clear 
during  negotiations  with  organisations  and  persons  who  were  consulted  in  the  course  of  preparing 
the  original  Health  Department  ten-year  plan.  If  adequate  health  and  welfare  services  are  to 
be  provided  in  the  future,  the  present  isolation  should  be  eliminated  so  that,  in  all  matters  of 
policy,  the  two  County  Council  departments  concerned  work  towards  the  same  end. 

Ministry  of  Health  Circular  15/62  has  emphasised  that  adequate  domiciliary  care  for  patients 
calls  for  the  mobilisation  of  the  full  range  of  statutory  and  voluntary  services,  a  process  which 
clearly  requires  the  highest  possible  level  of  co-ordination  of  health  and  welfare  services,  while 
Circular  18/65  has  recently  again  pointed  to  the  need  for  wide  co-operation  in  the  care  of  the 
elderly  between  hospital  and  general  practitioners  on  the  one  hand,  and  health  and  welfare 
services  on  the  other.  To  try  to  separate  “  health  ”  from  “  welfare  ”  functions  is,  indeed, 
impossible,  and  the  case  for  co-ordination  gains  powerful  support  from  the  Report  of  the  Com¬ 
mittee  of  Enquiry  into  the  Cost  of  the  National  Health  Service,  1956  (the  Guillebaud  Report). 
This  independent  enquiry,  carried  out  at  the  Government’s  request  by  a  distinguished  committee, 
emphasised  the  very  close  relationship  which  exists  between  the  domiciliary  services  provided 
under  the  National  Health  Service  Act  and  the  National  Assistance  Act,  particularly  in  the 
field  of  the  care  of  the  elderly,  and  recommended  all  authorities  to  review  the  working  of  their 
health  and  welfare  services  to  see  whether  their  efficiency  might  be  improved,  and  the  interests 
of  patients  better  served,  by  combining  their  administration  under  one  committee  of  the  council, 
or  under  a  joint  sub-committee. 

Since  that  report  was  prepared,  further  evidence  of  the  desirability  of  integrating  health 
and  welfare  services  has  been  forthcoming  in  the  report  of  the  Royal  Commission  on  Local 
Government  in  Greater  London,  and  from  Government  sources,  as  the  Minister  of  Health,  when 
addressing  the  1963  Annual  Social  Welfare  Conference  organised  by  the  County  Councils  Associa¬ 
tion  and  other  local  authority  organisations,  said  in  speaking  of  ten  year  plans  : 

“  The  title  of  the  Command  Paper  is  ‘  Health  and  Welfare  ’  ;  and  I  would  have  used 
hyphens  as  well  as  ampersand  if  I  dared.  ‘  Community  Care  ’  embraces  both.  The 
chapters  which  make  up  the  general  survey  are  not  divided  into  ‘  health  services  ’  and 
‘  welfare  services  ’.  Each  is  about  a  group  of  people — mothers  and  young  children,  the 
elderly,  the  mentally  disordered,  the  physically  handicapped — and  about  the  needs  of  the 
respective  groups  whether  for  health  services,  for  welfare  services,  or  indeed  for  other 
services  such  as  housing.  Community  care  cannot  develop  as  it  should  unless  the  unity  of 
the  health  and  welfare  services  is  everywhere  recognised  and  always  remembered.  Indeed 
the  dividing  line  is  an  administrative  and  statutory  fiction  rather  than  a  demarcation 
existing  in  real  life.” 

The  essential  unity  of  health  and  welfare  services  is  further  demonstrated  by  the  fact  that 
the  County  Councils  Association  has  amalgamated  what  were  once  two  separate  committees 
into  a  combined  Health  and  Welfare  Committee,  while  this  same  amalgamation  is  to  be  found 
in  the  Ministry  of  Health,  which  is,  of  course,  responsible  centrally  for  both  services. 
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3.  Present  responsibilities  of  County  Welfare  Department 

(a)  The  provision  of  local  authority  services  under  the  National  Assistance  and  Disabled 

Persons  ( Employment )  Acts. 

These  include  the  provision  of  accommodation  for  the  elderly  ;  the  provision  of  welfare 
arrangements  for  the  blind,  deaf,  dumb,  and  for  persons  who  are  substantially  and  permanently 
handicapped  by  illness,  injury  or  congenital  deformity  ;  the  registration  of  homes  for  the  aged 
and  for  disabled  persons  ;  the  protection  of  the  property  of  persons  admitted  to  hospital  ;  the 
administration  of  estates  of  deceased  persons  ;  and  the  provision  of  temporary  accommodation 
for  those  who  are  in  urgent  need  of  it.  As  will  be  shown,  all  of  these  functions,  with  the  exception 
of  the  protection  of  property  and  the  administration  of  estates,  have  substantial  medical  com¬ 
ponents  and  overlap  in  large  measure  with  arrangements  made  by  the  Health  Department. 

(b)  The  collection  of  monies  on  behalf  of  various  committees. 

This  responsibility  is  quite  unrelated  to  (a)  and  is  in  fact  in  many  ways  antagonistic  to  it, 
as  welfare  work  and  the  collection  of  money  are  quite  separate  functions  calling  for  different 
types  of  staff.  If  it  is  accepted  that  welfare  field  staff  will,  in  the  future,  require  to  be  pro¬ 
fessionally  trained  social  workers,  it  must  be  clearly  realised  that  there  is  little  or  no  hope  of 
attracting  such  personnel  to  posts  which  include  the  collection  of  debts,  a  function  which  is 
more  appropriately  the  responsibility  of  the  County  Treasurer’s  Department. 

(c)  Registration  of  births,  deaths  and  marriages. 

This  again  is  quite  unrelated  to  the  services  detailed  in  (a)  above,  and  similar  remarks 
must  apply  to  future  staffing  arrangements. 

Thus,  to  summarise,  it  might  be  said  that  the  Welfare  Department  has,  at  present,  two 
groups  of  functions.  The  first  can  be  collectively  described  as  social  work  and  overlaps  extensively 
with  Health  Department  responsibilities,  whereas  the  other  comprises  duties  of  an  essentially 
different  nature,  calling  for  staff  with  a  clerical  or  administrative  rather  than  a  social  work 
training. 

4.  Welfare  of  the  disabled 

The  County  Welfare  Department  is  concerned  with  the  blind,  the  partially  sighted,  the 
deaf,  the  dumb,  and  with  those  suffering  from  “  substantial  and  permanent  ”  physical  handicap. 
All  of  these  are  medical  as  well  as  social  problems,  and  they  must  be  considered  in  relation  to 
the  medical  services  supplied  by  the  County  Council  and  also  to  the  hospital  and  general  practi¬ 
tioner  services. 

The  present  division  of  responsibility  between  the  Health  and  Welfare  Departments  is 
arbitrary  and  illogical.  In  the  case  of  the  blind  and  partially  sighted,  the  County  Health 
Department  has  responsibilities,  through  the  School  Health  Service,  up  to  the  age  of  16,  after 
which  it  is  the  Welfare  Department  which  provides  further  care.  Similarly,  deaf  children  are 
the  concern  of  the  Health  Department,  which  has  established  a  comprehensive  diagnostic  and 
after-care  service  in  conjunction  with  the  hospitals  and  family  doctors,  until  the  age  of  16,  when 
responsibility  again  passes  to  the  Welfare  Department. 

As  far  as  physically  handicapped  members  of  the  community  are  concerned,  the  division 
of  responsibility  is  even  more  artificial,  hinging  on  the  interpretation  of  the  phrase  “  substantially 
and  permanently  handicapped  ”.  The  modern  medical  attitude  is  to  look  upon  almost  every 
handicap  as  calling  for  rehabilitation  and  if,  for  example,  a  member  of  the  Health  Department 
staff  finds  a  patient  suffering  from  a  stroke,  he  is  regarded  as  someone  to  be  rehabilitated  rather 
than  as  someone  who  is  “  substantially  and  permanently  handicapped  ”.  Such  handicapped 
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patients  are  usually  known  to  the  Health  Department  through  the  district  nursing  or  health 
visiting  services,  and  there  is  nothing  to  be  gained  by  involving  a  separate  Department  of  the 
County  Council  in  their  care.  In  the  case  of  physically  handicapped  children,  there  is  again  the 
anomaly  of  a  change  in  responsibility  at  the  age  of  16,  whereas  continuity  of  care  from  a  single 
Department  is  desirable. 

It  would  be  better  if  the  care  of  all  disabled  people  could  be  centred  in  one  Department, 
under  medical  supervision,  as  steps  could  then  be  taken  to  ensure  that  the  full  range  of  nursing 
and  social  services  was  supplied  in  every  case  as,  under  present  circumstances,  there  is  both 
overlapping  of  services  and,  more  important,  the  danger  that  people  in  need  of  assistance  may 
fall  between  two  stools.  The  division  between  temporary  and  permanent  disability  is  no 
longer  a  real  one,  and  services  should  now  be  reorientated  so  that  one  Department  can  assume 
responsibility  for  the  total  care  of  each  individual  who  is  in  need  of  it. 

5.  Occupational  therapy 

The  supply  of  domiciliary  occupational  therapy  facilities  for  patients  is  again  subject  to 
the  arbitrary  division  whereby,  if  these  are  supplied  as  part  of  treatment,  they  are  a  Health 
Department  responsibility,  whereas  if  they  are  of  a  diversional  nature,  they  fall  under  the  jurisdic¬ 
tion  of  the  Welfare  Department.  In  Northamptonshire,  this  has  partly  been  overcome  by  an 
arrangement,  reached  in  1959,  whereby  the  county  is  divided  into  two  areas.  In  one  of  these, 
the  Health  Department’s  occupational  therapists  accept  responsibility  for  all  health  and  welfare 
patients  while,  in  the  other,  the  Welfare  Department’s  craft  instructors  deal  with  all  welfare 
patients  and  with  Health  Department  patients,  other  than  the  mentally  disordered  and  tuber¬ 
culous,  who  remain  the  responsibility  of  Health  Department  staff. 

These  arrangements  have  permitted  the  staffs  of  both  Departments  to  spend  less  time 
on  travelling,  and  consequently  to  devote  more  time  to  their  patients.  On  the  other  hand, 
integration  is  still  incomplete  because,  as  has  been  explained,  the  two  Health  Department 
occupational  therapists  still  have  to  cover  the  entire  county  in  the  cases  of  patients  suffering 
from  tuberculosis  and  from  mental  disorder.  Furthermore,  general  practitioners  and  hospital 
staff  still  find  it  confusing  to  have  to  deal  with  two  separate  County  Council  departments  in 
order  to  obtain  help  of  an  essentially  similar  nature  for  different  types  of  patients. 

Certain  aspects  of  the  combined  service  are  at  present  being  studied  by  a  member  of  the 
medical  staff,  in  accordance  with  a  decision  of  the  Joint  Sub-Committee  of  the  Health  and 
Welfare  Committees,  but  it  is  clear  that  integration  of  the  two  Departments  would  carry  the 
present  scheme  of  co-operation  to  its  logical  conclusion. 

6.  Sheltered  employment 

The  Health  Department  is  responsible  for  the  provision  of  sheltered  employment  for  patients 
suffering  from  mental  handicap,  while  the  Welfare  Department  makes  similar  provision  for 
those  with  physical  handicap.  This  division  of  responsibility  is,  in  most  cases,  reasonably  clear 
but,  as  usual,  there  is  a  substantial  area  of  overlap,  as  there  is  no  distinct  dividing  line  between 
mental  and  physical  illness.  Thus,  some  members  of  the  community  have  suffered 
from  dual  handicaps  since  birth  ;  some  mentally  handicapped  individuals  have  also  acquired 
physical  disabilities  ;  and  some  physically  handicapped  people  have  developed  psychological 
overlays.  In  the  light  of  these  facts,  the  Joint  Sub-Committee  of  the  Health  and  Welfare 
Committees  has  agreed  that  consideration  should  be  given  to  the  future  provision  of  sheltered 
workshops  for  the  joint  use  of  the  physically  and  mentally  handicapped.  A  combined  Health 
and  Welfare  Department  would  help  to  achieve  such  integrated  schemes,  which  would  be  both 
beneficial  to  the  handicapped  and  more  economical  than  separate  developments. 
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7.  Care  in  the  home 

Domestic  nursing  care  is  supplied  by  the  Health  Department’s  nursing  service  and,  if  any 
special  equipment  for  nursing  a  patient  is  required,  this  is  supplied  by  the  same  Department. 
If,  on  the  other  hand,  some  structural  alteration  is  required  in  the  house  to  facilitate  the  care  of 
a  handicapped  patient,  that  is  a  Welfare  Department  responsibility.  Thus,  if  a  hydraulic 
hoist  is  required  for  nursing  a  patient  and  transferring  him  to  a  bath,  the  Health  Department 
supplies  the  equipment,  but  if  he  requires  support  rails  in  the  bathroom,  these  are  a  Welfare 
Department  responsibility.  Similarly,  if  a  patient  requires  a  wheelchair,  this  is  supplied  by 
the  Health  Department,  but  the  construction  of  ramps  or  the  enlargement  of  doorways  to  permit 
the  use  of  the  chair  are  Welfare  functions.  This  system  of  divided  control  is  pointless,  and  it 
would  be  better  for  a  single  Department  to  deal  with  all  aspects  of  help  for  the  disabled. 

8.  Welfare  of  the  elderly 

Care  of  the  elderly  is  one  of  the  largest  jobs  being  undertaken  by  the  staff  of  the  County 
Health  Department.  Thus,  of  district  nursing  visits,  more  than  half  are  to  those  over  the  age 
of  65  ;  some  85%  of  home  help  facilities  are  devoted  to  this  age  group  ;  and  a  growing  proportion 
of  the  work  of  health  visitors  is  concerned  with  the  elderly  rather  than  with  babies.  The  County 
Health  Department  also  makes  grants  to  local  voluntary  committees  which  undertake  home 
visiting  amongst  the  elderly  or  which  provide  chiropody  services.  The  County  Welfare  Depart¬ 
ment,  on  the  other  hand,  provides  grants  for  old  people’s  clubs  and  for  mobile  meal  facilities, 
and  it  would  be  beneficial  if  these  could  in  fact  be  linked  to  the  Health  Department,  as  they  are 
all  facets  of  the  general  work  of  helping  to  support  old  people  in  the  community.  It  is  difficult 
to  see  why  the  Welfare  Department  should  be  responsible  for  those  old  people  who  choose  to 
join  clubs,  while  the  Health  Department  supports  voluntary  home-visiting  services  in  the 
same  towns  and  villages  ;  why  community  care  in  the  form  of  chiropody  should  be  a  Health 
Department  function  but,  in  the  form  of  the  mobile  meals  service,  should  appertain  to  the 
Welfare  Department  ;  or,  for  that  matter,  why  meals  cooked  in  an  elderly  patient’s  own  home 
by  the  home  help  should  be  health  although,  as  has  just  been  pointed  out,  if  they  are  handed 
in  at  the  door,  they  are  welfare.  Similarly,  the  Welfare  Department  organises  annual  holidays 
for  old  people,  and  in  doing  so  is  assisted  by  the  Health  Department’s  occupational  therapists 
yet,  if  holidays  are  considered  to  be  part  of  convalescent  treatment,  they  become  a  matter  for 
the  Health  Department. 

With  the  growing  number  of  old  people  in  the  community,  it  is  essential  that  there  should 
be  a  co-ordinated  service  available  to  ensure  that  all  needs  are  met.  This  should  be  based 
peripherally  on  voluntary  workers  running  clubs  and  home-visiting  services,  with  such  specialist 
staff  as  district  nurses,  health  visitors,  and  social  workers  available  to  act  as  expert  advisers 
who  can,  if  necessary,  refer  old  people  in  need  of  assistance  to  the  appropriate  medical  or  social 
service.  It  is  desirable  that  these  various  aspects  of  community  care  should  be  provided  by 
one  Department,  to  which  both  those  in  need  and  their  medical  attendants  could  turn  for  all 
forms  of  help. 

9.  Residential  accommodation 

Once  again,  there  is  an  increasing  overlapping  of  services  between  the  two  departments. 
Accommodation  for  the  elderly  is  the  responsibility  of  the  Welfare  Department  but  other  types 
of  accommodation,  including  facilities  for  the  elderly  mentally  disordered,  for  younger  psychiatric 
patients  who  are  being  cared  for  in  the  community,  and  for  the  mentally  subnormal  are  the 
responsibility  of  the  Health  Department.  Matters  are  further  complicated  by  the  difficulty  in 
establishing,  in  some  cases,  a  dividing  line  between  the  responsibilities  of  the  local  authority  and 
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of  the  hospital  service  ;  and  for  at  least  a  minority  of  elderly  patients,  there  is  need  for  a  system 
which  would  permit  easy  transfer  between  hospital,  welfare  accommodation  and  Health  Depart¬ 
ment  homes.  This  work  would  be  facilitated  by  having  one  Department  responsible  on  the 
community  side  instead  of  two.  In  addition,  all  types  of  residential  accommodation  have 
common  problems  of  staffing  and,  when  residents  are  ill,  of  temporary  nursing  attention.  Such 
difficulties  could  more  easily  be  overcome  if  all  accommodation  was  under  the  same  administra¬ 
tion. 

There  is  also  the  question  of  providing  accommodation  for  homeless  families,  who  most 
frequently  come  into  the  problem  category,  and  here  again,  unification  of  services  would  be 
beneficial,  as  health  visitors  are  always  substantially  involved  with  such  groups,  whereas  they 
become  the  responsibility  of  the  Welfare  Department  during  their  temporary  stay  in  residential 
accommodation,  reverting  to  the  care  of  Health  Department  personnel  on  their  return  to  the 
community.  The  Children’s  Department  is,  of  course,  likewise  substantially  involved  with  such 
families. 

Finally,  under  this  heading,  comes  the  provision  of  residential  accommodation  for  certain 
groups  of  the  handicapped,  such  as  sufferers  from  severe  epilepsy.  Responsibility  for  such 
arrangements  rests  on  the  Welfare  Department,  despite  the  fact  that  the  problems  are  primarily 
medical  and,  as  such,  would  be  more  appropriately  dealt  with  by  the  Health  Department  whose 
staff,  in  most  cases,  already  have  knowledge  of  the  patients,  sometimes  extending  back  to 
childhood  or  infancy.  In  addition,  as  has  been  mentioned  elsewhere  in  this  report,  the  provision 
of  temporary  convalescent  care  for  the  handicapped  is  already  the  duty  of  the  Health  Department 
and,  once  again,  cases  arise  where  it  is  difficult  to  decide  which  Department  should  accept 
responsibility. 

10.  The  mentally  disordered 

Here  there  may,  under  certain  circumstances,  be  a  four-way  division  of  responsibility 
between  general  practitioners,  hospitals  and  the  County  Health  and  Welfare  Departments. 
It  is  between  the  last  three  that  the  position  is  particularly  unsatisfactory.  The  hospital  service 
is  making  increasing  use  of  the  County  Health  Department’s  specialised  domiciliary  services  to 
help  patients  in  the  community,  and  this  arrangement  is  working  well.  The  Welfare  Department 
comes  into  the  picture  by  providing  residential  accommodation  for  a  restricted  group  of  patients 
who  are  considered  by  the  staff  of  the  psychiatric  hospital  to  have  recovered,  while  the  Health 
Department  will  shortly  enter  a  related  field  when  it  opens  Moray  Lodge  and,  in  due  course, 
other  hostels  for  the  elderly  and  for  other  categories  of  mentally  disordered  patients.  The 
provision  of  residential  accommodation  will  then  be  split  between  the  hospitals  on  one  side  and 
two  separate  County  Council  Departments  on  the  other.  If  confusion  is  to  be  avoided,  it  is 
desirable  that  all  types  of  local  authority  residential  accommodation  should  be  provided  by  one 
medically  supervised  Department  of  the  County  Council.  This  would  prevent  needless  re¬ 
duplication  of  services,  would  facilitate  the  transfer  of  patients  where  necessary,  and  would 
thus  provide  a  better  standard  of  service. 

11.  Registration  of  nursing  and  welfare  homes 

Registration  of  such  homes  is  carried  out  by  the  Health  Committee  in  respect  of  nursing 
homes  and  by  the  Welfare  Committee  in  the  case  of  accommodation  for  the  elderly  or  handi¬ 
capped.  Once  again,  there  is  no  clear  line  between  patients  who  require  the  welfare  type  of 
accommodation  and  those  who  need  the  more  extensive  facilities  of  a  nursing  home,  and  it 
would  be  better  if  the  supervision  of  both  were  to  be  vested  in  the  same  County  Council  Depart¬ 
ment.  By  agreement  of  the  Joint  Sub-Committee  of  the  Health  and  Welfare  Committees,  the 


102 


County  Superintendent  Nursing  Officer  is  available  to  give  advice  on  nursing  matters  in  premises 
registered  with  the  County  Welfare  Department,  and  it  is  desirable  to  extend  this  arrangement 
to  its  logical  conclusion  by  ensuring  that  the  supervision  of  all  types  of  homes  is  under  the 
control  of  a  single  Department,  as  the  present  division  of  responsibilities  is  an  arbitrary  one. 

12.  Professional  staff 

The  Health  Department  employs  a  wide  range  of  professionally  trained  staff,  including 
nurses,  health  visitors  and  mental  welfare  officers.  The  last  of  these  groups  is  being  drawn 
from  the  relatively  restricted  section  of  the  community  who  hold  university  degrees  or  diplomas 
or  who  have  university  entrance  qualifications  which  will  permit  them  to  be  seconded  for  pro¬ 
fessional  training.  The  future  social  work  of  the  Welfare  Department  calls  for  similarly  qualified 
staff  and  there  is  a  strong  case  for  bringing  the  two  groups  of  workers  together,  both  for  certain 
aspects  of  their  field  training,  and  in  order  to  encourage  the  exchange  of  professional  experience. 
The  Joint  Sub-Committee  of  the  Health  and  Welfare  Committees  has  already  agreed  to  the 
principle  of  social  workers  of  each  Department  being  given  the  opportunity  of  gaining  experience 
in  the  other  and,  once  again,  this  would  be  facilitated  by  a  fusion  of  the  Health  and  Welfare 
Departments.  The  wider  experience  which  could  then  be  offered  to  social  workers  should  also 
serve  as  an  aid  to  recruitment,  and  this  is  of  particular  importance  in  the  case  of  a  county  such 
as  Northamptonshire  which  suffers  from  the  initial  disadvantage  of  having  no  university  within 
its  boundaries. 

13.  Field  work 

Various  County  Council  departments  employ  field  workers  who  visit  people  in  their  own 
homes,  but  by  far  the  largest  group  consists  of  the  Health  Department’s  district  nurses,  health 
visitors  and  mental  welfare  officers,  some  165  of  whom  provide  a  service  covering  the  entire 
county.  They,  in  turn,  work  in  close  co-operation  with  general  practitioners,  hospital  staff, 
other  medico-social  workers,  and  voluntary  agencies,  in  securing  appropriate  help  and  care  for 
members  of  the  public  who  require  these.  They  are  in  the  best  position  to  discover  need  at  an 
early  stage,  and  their  relationships  with  the  great  bulk  of  the  population  are  bound  to  be  closer 
than  is  possible  in  the  case  of  the  very  much  smaller  field  staff  of  the  Welfare  Department. 
Cases  of  need  are,  of  course,  brought  to  the  notice  of  welfare  officers  who,  in  turn,  may  refer 
members  of  the  public  to  Health  Department  staff  and,  once  again,  the  common-sense  next 
step  should  be  the  amalgamation  of  the  field  work  staffs  of  both  Departments.  Such  a  step 
would  help  to  ensure  that  no  case  of  need  is  missed  and  would  also  reduce  the  number  of  medico- 
social  workers  going  into  any  given  home.  It  would  also  provide  continuity  of  care,  as  Health 
Department  staff  are  usually  involved  at  a  much  earlier  stage  than  their  Welfare  Department 
colleagues,  whose  connection  only  begins  once  the  case  has  become  one  of  “  permanent  and 
substantial  handicap  ”,  or  when  the  need  for  residential  accommodation  has  arisen.  Similarly, 
in  assessing  relative  priorities  for  admission  to  such  accommodation,  the  field  staff  of  the  Health 
Department  are  in  an  excellent  position  to  offer  advice,  as  they  already  do  in  the  course  of 
determining  priorities  for  admission  to  maternity  accommodation. 

14.  Offices 

Facilities  for  a  district  welfare  officer  were  included  in  the  new  health  clinic  at  Rushden, 
while  accommodation  for  a  group  of  health  visitors  has  been  made  available  by  the  Welfare 
Committee  at  Oundle.  It  is  possible  that  arrangements  for  similar  sharing  of  accommodation 
will  prove  possible  elsewhere  in  the  county,  and  all  these  developments  point  to  the  advantages 
which  can  be  derived  from  having  the  staff  of  both  Departments  working  from  the  same  premises, 
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as  this  permits  a  full  interchange  of  information  and  is  also  helpful  to  the  public  by  ensuring 
that  anyone  requiring  medical  or  social  help  can  obtain  it  in  the  same  premises.  The  logical 
extension  is  the  combination  of  all  such  services  in  a  combined  Health  and  Welfare  Department. 

15.  Transport 

The  ambulance  service  provides  an  extensive  transport  organisation,  and  the  Health 
Department  also  has  other  vehicles  which  can  be  used  for  the  transport  of  patients  to  hospitals, 
to  clinics,  or  to  clubs  for  the  disabled.  The  Welfare  Department  is  shortly  due  to  provide 
special  transport  facilities  for  the  disabled,  and  it  would  be  mutually  advantageous  if  these 
could  be  incorporated  in  the  ambulance  fleet,  thus  ensuring  the  fullest  and  most  flexible  utilisa¬ 
tion,  as  well  as  guaranteeing  the  availability  of  drivers  trained  to  deal  with  the  disabled. 

16.  Clerical  staff 

The  clerical  work  carried  out  in  the  Health  and  in  the  Welfare  Departments  is  in  many 
ways  related.  There  is  correspondence  with  the  public,  many  of  whom  address  their  enquiries 
to  the  wrong  Department  ;  contact  has  to  be  maintained  with  field  workers  ;  assessments 
have  to  be  made  in  connection  with  payment  for  such  services  as  home  helps  and  residential 
accommodation  ;  and  certain  returns  have,  in  fact,  to  go  to  the  Clerk’s  Department  for  con¬ 
solidation  in  health  and  welfare  returns  to  the  Ministry  of  Health.  The  combination  of  the 
clerical  staff  should  prove  more  economical,  as  well  as  offering  better  career  prospects. 

17.  Developments  elsewhere 

It  is  difficult  to  summarise  developments  in  health  and  welfare  departments  elsewhere  in 
Great  Britain  and  it  is  probably  fairest  to  confine  this  section  of  the  report  to  the  position 
amongst  the  counties  of  England  and  Wales,  of  which  20  out  of  60  now  have  combined  health 
and  welfare  departments,  this  being  more  than  double  the  number  which  were  combined  in 
1948.  In  addition,  it  must  be  pointed  out  that,  in  a  further  eight  counties,  the  medical  officer 
of  health  has  responsibility  (under  sections  29  and  30  of  the  National  Assistance  Act)  for  welfare 
services  for  the  disabled. 

It  must,  of  course,  be  accepted  that  some  amalgamations  and,  for  that  matter,  separations, 
were  no  doubt  determined  by  the  personalities  of  the  chief  officers  concerned,  rather  than  by  a 
consideration  of  underlying  principles,  and  there  is  little  point  in  speculating  on  why  any  given 
council  decided  for  or  against  amalgamation.  Over  the  past  17  years,  twelve  counties  have 
amalgamated  their  Health  and  Welfare  Departments  whereas  four  have  separated  departments 
which  were  combined  in  1948.  Of  these  four,  two  separated  within  about  a  year  of  amalgamation, 
and  a  third  (Soke  of  Peterborough)  changed  as  a  result  of  its  recent  fusion  with  Huntingdonshire, 
as  the  latter  already  had  a  separate  County  Welfare  Officer.  It  is,  however,  true  to  say  that  the 
trend  over  the  past  17  years  has  been  towards  amalgamation  and,  for  the  reasons  which  have 
already  been  quoted  in  this  report,  it  is  considered  that  this  trend  will  continue. 

It  is  interesting  to  note  that,  of  the  local  authorities  which  border  on  Northamptonshire, 
there  are  combined  health  and  welfare  departments  in  Buckinghamshire,  Leicestershire,  Oxford¬ 
shire,  and  in  the  County  Borough  of  Northampton.  In  Rutland  responsibility  for  the  Welfare 
Department  is  shared  between  the  County  Medical  Officer  of  Health  and  the  Clerk  of  the  County 
Council,  and  the  position  following  the  amalgamation  of  Peterborough  and  Huntingdonshire  is 
that  there  is  a  County  Welfare  Officer,  but  with  the  County  Medical  Officer  as  his  Associate 
Welfare  Officer. 
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18.  Arguments  against  amalgamation 

Various  arguments  can  be  advanced  against  the  amalgamation  of  health  and  welfare 
departments,  and  it  might  be  appropriate  to  consider  some  of  these.  There  is,  of  course,  little 
point  in  examining  the  suggestion  that,  because  the  Health  and  Welfare  Departments  have 
always  been  separate,  they  should  remain  so,  as  this  type  of  argument  simply  prejudges  an 
important  issue. 

(a)  A  combined  Health  and  Welfare  Department  would  be  too  large  and  impersonal  and  might 
lead  to  inadequate  attention  to  “  welfare  ”  matters.  The  question  of  size  is  certainly  not  a  matter 
for  concern  in  a  county  with  Northamptonshire’s  population,  as  combined  health  and  welfare 
departments  have  been  successfully  established  in  much  larger  counties  such  as  Buckinghamshire, 
Kent  and,  more  recently,  Hertfordshire.  Whether  a  department  is  impersonal  depends  primarily 
upon  the  attitude  of  its  chief  officer,  and  it  is  possible  to  have  a  relatively  large  organisation 
which  retains  the  personal  touch,  just  as  it  is  equally  possible  to  have  a  small  one  which  is 
extremely  impersonal.  Any  department,  no  matter  whether  health  or  welfare,  which  fails  to 
achieve  this  personal  touch  fails  in  its  work  of  helping  individual  members  of  the  public.  Finally, 
as  far  as  “  welfare  ”  matters  are  concerned,  these  certainly  ought  to  receive  the  same  priority 
and  attention  as  “  health  ”  ones,  as  both  are  inter-related  aspects  of  the  same  subject. 

(b)  A  combined  department  offers  poor  career  prospects  on  the  welfare  side.  It  is  no  more 
appropriate  to  say  this  than  to  claim  that  being  in  the  health  department  is  detrimental  to  the 
career  prospects  of  mental  welfare  officers,  midwives,  or  other  staff.  Each  group  has  its  pro¬ 
fessional  work  to  carry  out,  and  each  has  its  own  career  structure,  the  responsibility  of  the 
medical  officer  of  health  being  to  facilitate  this  work  by  explaining  their  needs  to  the  appropriate 
committees  and  by  co-ordinating  their  work  both  internally  and  in  relation  with  other  statutory 
and  voluntary  services.  The  staff  of  a  combined  department  would,  in  fact,  benefit  from  the 
wider  scope  of  their  work. 

(c)  Welfare  problems  are  “  social  ”  rather  than  “  medical  ”.  It  is  impossible  to  separate 
these  two  categories  as,  in  the  case  of  any  individual  who  requires  help,  his  needs  usually  involve 
a  mixture  of  varying  quantities  of  both.  It  may  justifiably  be  argued  that,  in  the  past,  many 
medical  officers  of  health  were  mainly  interested  in  what  might  be  described  as  purely  clinical 
matters,  and  that  they  had  received  little  training  in  the  social  sciences.  That  state  of  affairs 
is  rapidly  passing  and  the  rising  generation  of  medical  officers  of  health  is  deeply  interested  in 
social  matters  because  of  the  realisation  that  these,  and  so-called  purely  medical  factors,  are  in 
fact  merely  different  facets  of  the  same  thing. 

(d)  In  a  combined  department  the  medical  officer  of  health  would  have  divided  loyalties  to  two 
different  committees.  This  presents  no  problem  as  is  shown  by  the  present  arrangement  whereby 
the  medical  officer  of  health  is  responsible  on  the  one  hand  to  the  Health  Committee  and,  on  the 
other,  as  principal  school  medical  officer  to  the  Education  Committee.  As  in  health  and  welfare, 
these  two  responsibilities  are  complementary  to  each  other,  and  it  is  one  of  the  county  medical 
officer  of  health’s  duties  to  ensure  that  the  school  and  community  health  services  work  together 
to  the  benefit  of  individual  members  of  the  community. 

(e)  Much  of  the  work  of  a  welfare  department  is  administrative  rather  than  medical.  This 
statement  is  also  true  of  a  health  department  and  the  duty  of  the  medical  officer  of  health  is  to 
delegate  such  matters  to  appropriately  trained  staff.  In  that  connection,  amalgamation  of  the 
Health  and  Welfare  Departments  would  bring  advantages  by  permitting  unification  of  the 
administrative  arrangements  for  such  facilities  as  the  various  kinds  of  residential  accommodation 
at  present  provided  by  the  two  separate  departments. 
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(f)  It  is  important  for  the  welfare  department  to  maintain  close  contact  with  voluntary  organisa¬ 
tions.  This  is  agreed,  as  such  liaison  is  equally  important  to  the  health  department  and,  indeed, 
most  of  the  voluntary  organisations  involved  are,  in  fact,  at  present  in  regular  touch  with  both 
departments. 

(g)  The  present  combination  of  welfare  responsibilities  with  such  matters  as  registration  and 
the  collection  of  monies  is  economical  and  convenient.  Even  if  this  is  true,  the  important  point  is 
that,  as  long  as  such  combined  duties  are  required  of  welfare  officers,  there  will  be  little  hope  of 
attracting  professionally  trained  social  workers  to  these  posts.  If  it  is  accepted,  in  keeping  with 
national  developments,  that  the  correct  future  policy  is  to  obtain  the  services  of  such  trained 
staff,  a  separation  of  true  social  welfare  work  from  extraneous  duties  is  essential.  The  economics 
of  the  situation  must,  of  course,  be  considered,  but  this  can  be  done  only  after  the  policy  question 
has  been  settled.  It  is  clear  that  the  number  of  social  workers  required  to  cover  the  county  will 
be  substantially  less  than  the  present  staff  of  welfare  officers,  in  which  case  any  additional  staff 
required  in  the  County  Treasurer’s  Department  or  elsewhere  could  probably  be  employed  without 
increased  total  expenditure.  This  calls  for  further  study  at  an  appropriate  stage. 

(h)  The  Ministry  of  Health  has  indicated  that  welfare  services  should  be  administered  by  lay 
staff  under  the  direction  of  a  senior  lay  officer.  Reference  to  this  was  contained  in  Ministry  of 
Health  Circular  70/48,  in  a  paragraph  dealing  with  authorities  which,  in  1948,  decided  to  deal 
with  the  provision  of  services  under  the  National  Assistance  Act  through  their  Health  Com¬ 
mittees.  It  should  be  noted,  however,  that  the  same  paragraph  of  Circular  70/48  stated  that 
the  senior  lay  officer  would  normally  administer  welfare  services  subject,  except  in  special 
circumstances,  to  the  general  oversight  and  responsibility  of  the  Medical  Officer  of  Health. 


Part  II 

A  POSSIBLE  APPROACH  TO  AMALGAMATION 


Whilst  this  report  has  been  mainly  concerned  with  the  case  for  amalgamation  of  the  County 
Health  and  Welfare  Departments,  it  would  be  incomplete  without  containing  some  preliminary 
reference  to  how  amalgamation  might  be  achieved.  To  work  out  the  precise  staffing  arrange¬ 
ments  within  a  combined  Department  calls  for  a  detailed  study,  with  all  relevant  facts  and 
figures  about  the  establishments  of  the  present  Health  and  Welfare  Departments  available. 
The  suggestions  which  follow  are  submitted  simply  as  a  tentative  plan  in  order  to  give  some 
indication  of  the  practical  aspects  of  amalgamation.  Some  of  the  proposals  could  be  imple¬ 
mented  immediately,  whereas  others  would  be  longer  term  policies  which  would  come  into 
operation  only  when,  for  example,  existing  members  of  staff  retired.  Throughout,  it  would  be 
important  to  safeguard  the  positions  of  all  existing  employees. 

The  arrangements  which  might  apply  to  the  various  categories  of  staff  are  as  follows  : 

(a)  Clerical  staff.  There  should  be  no  difficulties  in  amalgamating  the  clerical  staff  of  the 
two  Departments,  with  suitable  re-allocations  or  adjustments  in  duties.  The  larger  staff 
would  offer  a  better  overall  career  structure  than  the  present  arrangements. 

(b)  Residential  accommodation.  The  organisation  and  running  of  all  types  of  residential 
accommodation,  at  present  divided  between  two  separate  Departments,  would  be  under  the 
overall  charge  of  a  residential  services  section  of  the  combined  Department.  A  co-ordinated 
policy  for  admissions  would  be  pursued  and  both  staffing  arrangements  and  supplies  would 
likewise  be  dealt  with  by  this  section,  with  a  senior  administrative  officer  in  overall  charge. 
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(c)  Registration  and  collection  duties.  These  would  not  remain  as  permanent  responsi¬ 
bilities  of  the  combined  Department,  although  they  might  be  continued  on  a  temporary 
basis,  should  this  prove  necessary.  The  separation  of  registration  duties  has,  in  fact, 
already  commenced  in  urban  areas  of  the  county  and,  if  welfare  staff  are  ultimately  to  be 
drawn  from  the  ranks  of  professionally  trained  social  workers,  full  separation  of  duties  is 
essential.  It  is  hoped  that  it  would  prove  possible  to  achieve  this  without  any  overall 
increase  in  staff  (see  (d)). 

(d)  Professional  staff.  Here,  by  eliminating  the  overlapping  of  duties  and  by  providing 
suitable  facilities  for  training,  as  well  as  appropriate  career  structures,  a  higher  standard 
of  service  could  be  provided  than  is  at  present  possible  in  the  separate  Departments.  The 
various  groups  of  staff  are  as  follows  : 

(i)  Welfare  assistants  are  employed  both  in  the  present  Health  and  Welfare  Departments 
and,  in  a  combined  Department,  they  would  be  able  to  gain  wider  experience  in  dealing 
with  all  types  of  handicaps.  This  would  make  the  posts  more  attractive  and  hence 
should  be  beneficial  to  recruitment.  Such  an  arrangement  would  also  be  in  keeping 
with  modern  thought  on  the  subject  of  training  for  careers  in  social  work,  the  initial 
stages  of  which  should  be  broadly  based. 

(ii)  Welfare  officers  are  again  employed  by  both  existing  Departments,  those  on  the  Health 
side  being  concerned  with  psychiatric  matters,  and  those  in  the  Welfare  Department 
dealing  with  other  types  of  handicap  and  with  the  elderly.  In  a  combined  Department 
it  is  envisaged  that  some  of  the  work  at  present  carried  out  by  welfare  officers  should 
be  done  by  health  visitors  and  district  nurses,  who  are  usually  involved,  in  association 
with  family  doctors,  in  any  case  and  to  whom  the  increase  in  work  would  be  only 
marginal.  This  would  result  in  fewer  welfare  officers  being  required,  and  these  would 
ultimately  be  professionally  trained  social  workers,  whose  help  and  advice  would  be 
available  to  supplement,  in  appropriate  cases,  the  work  of  health  visitors  and  district 
nurses.  Once  again,  the  possibility  of  gaining  experience  both  in  general  and  in 
psychiatric  social  work  should  provide  better  and  more  interesting  career  prospects 
for  the  staff  concerned. 

(iii)  Social  workers  for  the  deaf.  Arrangements  for  the  care  of  the  deaf  are  at  present  supplied 
through  a  voluntary  agency  and  there  is  no  reason  to  disturb  them  although,  in  due 
course,  there  may  well  be  developments  along  the  lines  mentioned  in  the  Younghusband 
Report  and  designed  to  bring  such  work  more  into  line  with  other  services  for  the 
handicapped.  As  the  County  Health  Department’s  present  scheme  for  ascertaining 
deaf  and  partially  deaf  children  expands,  it  would  be  fully  integrated  with  subsequent 
welfare  arrangements,  thus  ensuring  continuity  of  care  for  each  individual  from  infancy 
onwards.  Incidentally,  dumbness  is  a  handicap  which  will  die  out  in  the  community 
as  schemes  for  the  detection  of  deafness,  to  which  it  is  secondary,  are  developed  by 
local  authority  Health  Departments. 

(iv)  Social  workers  for  the  blind.  Once  again,  developments  in  this  field  of  work  are  fore¬ 
shadowed  by  the  Younghusband  Report,  which  recommended  experiments  designed 
to  widen  the  scope  of  home  teachers  for  the  blind  and,  again,  to  bring  the  work  into 
closer  relationship  with  other  services  for  the  handicapped.  Difficulties  are  frequently 
experienced  in  recruiting  such  home  teachers,  and  the  solution  to  this  might  well  lie  in  a 
separation  of  teaching  from  social  work  functions,  as  only  a  limited  proportion  of  the 
blind  are  taught  to  read  braille  or  moon  books.  This  would  enable  a  smaller  number  of 
teachers  to  extend  their  services  further,  leaving  purely  social  work  with  many  of  the 
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blind  and  partially  sighted  in  the  hands  of  social  workers,  who  would  again  benefit 
from  being  part  of  a  larger  social  work  team  in  a  combined  Department. 

(v)  Occupational  therapy  and  craft  instruction.  These  services  are  already  partly  amal¬ 
gamated  and  their  effectiveness  would  be  further  advanced  by  fusion  into  a  single 
staff,  with  a  senior  therapist  in  overall  charge.  This  last  suggestion  is  important, 
as  it  is  always  beneficial  to  have  an  appropriately  trained  senior  member  of  the 
staff  for  each  professional  group  within  a  department.  The  emphasis  within  the  work 
of  this  section  would  be  increasingly  orientated  towards  the  rehabilitation  of  the 
handicapped  rather  than  the  provision  of  diversional  therapy. 

(e)  County  Welfare  Officer.  The  functions  of  a  chief  officer  of  a  local  authority  department 
are  to  offer  the  committees  to  which  he  is  responsible  advice  on  all  matters  of  policy  ;  to 
ensure  that  decisions  of  these  committees  are  implemented  ;  and  to  delegate  day  to  day 
responsibilities  to  appropriate  members  of  his  staff.  Such  delegation  of  detailed  adminis¬ 
trative  and  field  work  to  suitable  qualified  personnel  is  essential,  but  it  is  also  important 
to  ensure  that  the  chief  officer  is  readily  available  to  assist  his  staff  in  dealing  with  par¬ 
ticular  problems,  and  that  he  remains  accessible  to  members  of  the  public. 

In  a  combined  Health  and  Welfare  Department,  the  County  Medical  Officer  of  Health 
would  concentrate  his  efforts  on  advising  the  Health  and  Welfare  Committees  on  policy  matters 
and  on  maintaining  the  closest  possible  liaison  between  the  Department  and  the  other 
statutory  and  voluntary  organisations  involved  in  the  wider  field  of  sociomedical  care. 
This  might  be  effected  by  appointing  the  County  Medical  Officer  of  Health  to  be  County 
Welfare  Officer,  just  as  he  is  concurrently  Principal  School  Medical  Officer.  Alternatively, 
as  has  recently  happened  in  a  nearby  large  county,  the  post  of  County  Welfare  Officer 
might  be  retained,  although  with  the  County  Medical  Officer  of  Health  in  a  co-ordinating 
role  and  with  access  both  to  the  Health  and  to  the  Welfare  Committees.  This  aspect  of 
the  proposed  amalgamation  would  require  more  detailed  consideration  at  an  appropriate 
stage. 
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